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N THE midst of the enlightened clamor 
in the lay press today about the stagger- 
ing human and monetary cost of mental 
illness in the United States, I become 
increasingly concerned about what I choose to 
term the “dead zone” in the mental illness pro- 
gram—the vast area of untapped resources where, 
as in the eye of the hurricane, the sound does 
not penetrate and the spark of action remains 
unstruck. In my opinion it is only by restoring life 
to this “dead zone” that we may reverse the pre- 
viously irreversible, both the course of a patient’s 
mental illness itself and the limitations of society's 
attitudes toward it. It is only partly lack of skill, 
motivation, manpower, and money which has made 
us unable, thus far, to form an unyielding battle 
line between the emotionally ill citizen of the com- 
munity and the “point of no return,” which too 
often mvans a life completed without hope in a 
hospital for long-term treatment of the mentally ill. 

It is important not only for the lay public but 
also for the general and specialized medical prac- 
titioner to adopt an extended philosophy in dealing 
with the increasing loss of human resources as a 


hospitals for the mentally ill. There is no question 
that more and better trained personnel, more 
money, and better equipment for the long-term 
treatment facility represent part of the issue; this 
remains one line of attack on mental illness and, 
like any emergency measure, these things are es- 
sential today. We must start where we are; we 


result of crowding persons into inadequately staffed — 


MENTAL ILLNESS, REVERSIBLE AND IRREVERSIBLE 
Franklin G. Ebaugh, M.D., Denver 


Emotionally disturbed patients commonly 
progress along a path that begins with 
nebulous complaints in doctors’ offices and 
continues with accidents, delinquencies, 
troubles with family and police, unemploy- 
ment, alcoholism, and either suicide or institu- 
tional adjustment. The path can be reversed, 
but such reversal involves immensely difficult 
personal and social problems. The logical 
approach would be to attack emotional dis- 
turbance at its point and time of origin. If it 
cannot be stopped there, systematic efforts 
must be made to reverse the trend at what- 
ever stage may have been reached. In any 
case, the progress of the patient toward pro- 
longed or permanent institutional life should 
be halted if possible, and he should work 
toward the reestablishment of a healthy, 
dynamic relation to the community. 


cannot wish away or disown our history, which in 
any case reflects a steady line of progress of which 
we may be proud. 

Nevertheless, if we are to accept the challenge 
of our better knowledge and therapeutic methods, 
we must face, courageously and clearly, the fact 
that, in the massive proportions in which it exists 
today, the long-term treatment facility or custodial 
hospital is a monument to failure. This is true just 


85/377 


— 
59 
| 


86/378 


as surely as the remaining hospitals for treatment 
of advanced tuberculosis in the United States are 
monuments to past social and medical failure. The 
plague of tuberculosis has submitted to systematic 
preventive attack at the dynamic community level, 
and the “mopping up process” is well under way. 
We could do no better than to take a leaf from 
this particular history book, in attacking emotional 
disturbance at its point and time of origin. Perhaps, 
then, the overflowing mental hospital will also fade 
from its place of prominence on our national scene. 


Cycle of Irreversibility 


Toward this end, consider the essentials of ad- 
vance lines of defense in terms of the reversibility 
or irreversibility of a patient’s mental illness. The 
cycle of irreversibility is well known to many. It 
begins with the hiatus between the onset of dis- 
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Schema of approach to mental health problems. 


abling mental illness and appropriate treatment. 
This hiatus is too often filled with repeated failure 
.experiences for the patient, panic leading to the 
conviction that he cannot be helped, increasing 
disruption of those environmental relationships 
which mean security and self-esteem to him, and 
often the total loss of a life role to which he may 
return when he has improved. It is often during 
this period that the patient trails from doctor to 
doctor with nebulous hypochondriacal and psycho- 
somatic complaints, through the divorce and police 
courts, through the employment agencies, down 
the path of alcoholism, or into other equally per- 
sonally and socially destructive adjustments. Even 
should he or his friends understand the implica- 
tions of his difficulties, help is frequently unavail- 
able at the community level without disruption of 
his entire way of life. He is in the “dead zone,” 
where the resources are all around him, tantaliz- 
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ingly, and where professional people are eager to 
help; yet help is piecemeal, without continuity, or 
unavailing, costly, and wasteful. 

Much later, the patient may reach an intensive- 
treatment facility, where efforts in his behalf are 
better integrated and where, if he is fortunate, his 
illness may still prove reversible. There is, however, 
the long road back, the rebuilding of a shattered 
life structure, the problem of resisting firmly im- 
printed neurotic habits of adjustment, and the need 
to “live down” what ever has been antisocial in his 
illness. Furthermore, he must make the change 
from the hospital to a full functioning life in the 
environment in one big jump, because there are 
too few operating plans for progressive rehabilita- 
tion. Perhaps the first stumbling block returns him 
to the hospital, and this time he cannot “come 
back”; he has started on the irreversible path to 
the long-term treatment facility or custodial insti- 
tution, where he may remain the rest of his life. 

Granted, this story is told in too many absolutes; 
it is exaggerated for impact. Yet it provides a para- 
digm for the problem of community treatment of 
mental illness, and it is true in an astounding num- 
ber of cases. 


Reversibility and Zones of Defense 


Reversibility, on the other hand, requires a radi- 
cal change in those past and present trends which 
define the hospital as the major zone of defense; 
even the intensive-treatment facility should be rele- 
gated to a position of last resort, prior to semi- 
permanent _institutionalization. Reversibility is 
movement away from the hospital, treatment of 
personality disorders in the midst of the dynamic 
forces which produce them, at a community level. 
In this context, the family doctor becomes the 
central focus. Through him the communication 
takes place; around him, other treatment resources 
are organized, with primary emphasis on outpa- 
tient clinics, psychiatric facilities in general hos- 
pitals, and “open” hospitals for psychiatric patients 
who benefit from partial but not total participation 
in the community. The family doctor necessarily 
becomes chairman of the board, for he retains the 
closest contact with the community. In this context, 
and in return for this additional responsibility, he 
has for the first time the resources to fulfill emo- 
tional needs in his patients which he has long 
recognized. Such a program lifts a punishing load 
of frustration from the shoulders of the busy gen- 
eral physician. 

The schematic presentation in the figure com- 
pares the zones of defense against mental illness 
as they have existed in the past and as they should 
exist in the future, in the context of treatment of 
patients within the community. The shift will in- 
clude changes in quality which will be discussed 
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shortly, but the emphasis is also on quantity—the 
realignment of our strength at the first and second 
zones rather than at the third zone of defense. 

The magnitude of the problem may be realized 
when one considers that, in the United States on 
an average day, the number of persons hospitalized 
with psychiatric disorders equals the number of 
those hospitalized with all other illnesses combined. 
Further, of these mental illnesses, more than half 
represent nonorganic schizophrenias (there is an 
honest difference of opinion in this area), depres- 
sive states, or severe psychoneuroses. In addition 
to this there are untold ambulatory cases, in pri- 
vate care or receiving no treatment whatever. The 
probably conservative estimate that one of 12 in- 
fants will suffer from mental disease in the later 
course of his life and that one of every 16 Ameri- 
cans is now mentally ill does not consider the 
psychological components in psychosomatic _ail- 
ments (asthma, allergies, migraine, rhinitis, urti- 
caria, neurodermatitis, ulcerative colitis, peptic 
ulcer, nonglandular obesity, essential hypertension, 
etc.), nor does it include the 20,000 suicides each 
year. Accident-proneness, delinquency, crime, mari- 
tal discord, and divorce, as well as such problems 
as impotence and frigidity, raise the estimate to 
astronomical proportions. Further, there are count- 
less cases of minor compulsions, private phobias, 
and transient hysteriform simulations of certain 
diseases. 

One must then consider the pain which the indi- 
vidual with emotional disturbance sustains and the 
effect of this on his family and associates, on his 
career and his aspirations, and on his socioeco- 
nomic status. The ramifications are of massive social 
significance. 

Data from the National Committee Against Men- 
tal Illness (1957) estimate the annual cost of 
mental illness to be more than 4 billion dollars per 
year, or an average of $1,100 per patient. This fig- 
ure includes loss in patient earnings and in federal 
income-tax revenue, maintenance of Veterans Ad- 
ministration patients in public mental hospitals, 
compensation and pension payments to veterans, 
construction and renovation of state mental hospital 
facilities, hospital care for mentally defective and 
epileptic patients, and public assistance for men- 
tally ill and defective persons. 


Major Lines of Defense 


Let us return now to consideration of our major 
lines of defense against this staggering national 
liability: (1) the community approach (the most 
neglected for a number of years), (2) the inter- 
mediate or “reversible treatment” approach (the 
outpatient clinic, the “open” hospital, and the half- 
way house), and (3) the long-term hospitalization 
or “irreversible treatment” approach. 
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My contention that the first two zones of defense 
are in need of further improvement (signs of such 
improvement are already all around us) and that 
the large mental hospital programs should be de- 
emphasized is not new. In the early 1850's, mem- 
bers of the American Psychiatric Association, then 
known as the Association of Superintendents of 
American Asylums for the Insane, stressed the 
desirability of small hospitals, with a capacity not 
greater than 250 patients. That their recommenda- 
tions had little support is evidenced by our large 
mental hospitals today. Now again, in this radically 
changing world, the applicability of the “bricks 
and mortar” approach (larger and larger hospitals) 
should be questioned. 

Another problem confronting mental hospitals 
is that they cannot be staffed, not only because 
professional personnel are not available and re- 
muneration is lower but also because some hospi- 
tals are located in areas which offer the least de- 
sirable living conditions. This is particularly true 
of some of our VA facilities for patients with 
chronic neuropsychiatric conditions. Only 15 states 
have more than 50% of the total number of physi- 
cians needed to staff their mental institutions. On 
the national average the supply of registered nurses 
is calculated to be only 19.4% adequate; of social 
workers, 36.4%; and of psychologists, 65%. Even 
the number of attendants, the least highly trained 
of the necessary ward personnel, is only 80% of 
that desired. Small hospitals should be constructed, 
closer to university medical schools and more popu- 
lated areas. Not only does this assure that more 
interest will be accorded to the long-term patient 
and that hospital staffing will be better but it also 
derives the multiple benefits of treating the patient 
“close to home.” 

In the intermediate area, which I have chosen 
to label the zone of reversible treatment, at least 
two improvements are desirable: the number of 
mental hygiene clinics should be increased and 
improved facilities for treating emergent psychi- 
atric problems should be developed. 

It is estimated that there should be at least one 
full-time mental health clinic for every 50,000 per- 
sons, a total of about 3,300 clinics for the United 
States. At present there are only about 1,200 such 
clinics in the entire country, and about half of 
these give only part-time service. One state has no 
clinic. Some states have only one or at most two. 
More than 50% of the mental hygiene clinics are 
located in the Northeast, which has only 25% of 
the population. Furthermore, many of the existing 
clinics are not properly spaced to accommodate 
the needs of surrounding areas. 

Policy changes in already functioning clinics, 
with screening of emergent cases and perhaps also 
intensified methods of therapy, would increase effi- 
ciency in handling problems. As frequently hap- 
pens now, waiting lists of applications for treat- 
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ment extend from six months to two years into 
the future; by the time applicants can receive help, 
a large percentage of problems will have resolved 
themselves, perhaps by bypassing the clinic and 
proceeding into the third zone, the long-term treat- 
ment facility. Where is the immediate help for 
the acutely ill, perhaps suicidal patient? Many 
times, as shown ' at the Bronx Municipal Hospital 
emergency psychiatric clinic, immediate diagnosis 
and therapy can prevent a patient from decompen- 
sating further and can obviate long-term hospitali- 
zation. The Bronx emergency clinic represents a 
new and seemingly highly successful approach, 
which might well be duplicated in other commu- 
nities. In fact this concept might be considered 
a cornerstone of the first zone, or community 
approach. 

Recently, some definite advances have been 
made in the community zone of approach to emo- 
tional problems. Psychiatric wards are being opened 
in general hospitals, and in some areas the emo- 
tionally ill are not kept separate from the medical 
and surgical patients. This approach has at least 
two excellent effects: 1. It improves the psychiatric 
patient’s state of mind about his own illness, while 
proving to others that the patient is not a wild, 
“crazy,” maniacal person; thus, it helps dispel this 
destructive misconception from the public mind. 
2. Physicians who are not psychiatrists may assimi- 
late more specialized knowledge about approach- 
ing and managing the emotionally ill patient. Today 
there are still too many physicians who do not 
wish to understand and accept mental illness in 
their patients. In this regard, I suspect that what 
superficially appears to be prejudice is more ac- 
curately to be understood as an adaptive reaction 
to the frustration of attempting to deal with emo- 
tional problems in patients without the proper 
facilities. The only solution for the general physi- 
cian has been to ignore and deny the issue. Closer 
cooperation and day-to-day rapport will help to 
erase much of the mystery and misunderstanding 
in the relationships between nonpsychiatrists and 
“head-shrinkers.” We work with the same clay. 

Other experimental programs at the community 
level have also been successful thus far. The day 
and night hospitals have demonstrated that some 


MENTAL ILLNESS—EBAUGH 


J.A.M.A., Sept. 26, 1959 


patients can be gainfully employed in occupations 
in which they achieve satisfaction and can play a 
normal role in the work area, although they may 
not yet be ready to return to family relationships 
which involve conflict situations. , 

Halfway houses, for the patient released from a 
large institution, help him to find himself again in 
society and to gain confidence in his ability to 
respond and function adequately, without the full 
impact of the pressures of everyday life. Facilities 
of this kind, in particular, could be expanded in 
many communities at minimal cost. 


Comment 


Throughout this paper, I trust, I have expressed 
my own firm conviction that it is possible to man- 
age our mental health problem with the serenity 
and consistency we achieve in many other areas, 
to accept it as an integrated part of our national 
life rather than relegating it to the isolated status 
of something we sporadically and helplessly worry 
about. The direction in which the solutions lie is 
clear, and the diagrams are very nearly complete. 
For many patients, until very recently, the large 
and often custodial hospital was a dead end, spell- 
ing the waste of 20 to 50 years of remaining life 
span. Now, there is a more dynamic approach to 
therapy, and with the aid of psychopharmacological 
agents, utilization of the dynamic community mi- 
lieu, and immediate treatment near home, fewer 
persons will be lost to society. At one time, the 
mental hospital was a humane and enlightened 
concept in the treatment of mental illness, infinitely 
preferable to a prejudiced and destructive outside 
environment. Time and pioneering effort have al- 
tered this situation, until the dynamic community 
has become a vast untapped therapeutic resource. 
The moment has come, therefore, to reverse the 
trend of movement toward the hospital and en- 
courage movement away from the hospital, to 
reverse what was previously irreversible. 
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Kottke and Stillwell,’ Abramson,’ and Stenpart * 
have reported that hyperactivity of the sympathetic 
nervous system after anterior poliomyelitis may 
cause abnormal vasoconstriction in the feet and 
legs, resulting in coldness, cyanosis, sweating, and 
pain when the patient is in a cold environment. 
This reaction to a cold environment had caused 
definite disability to the patients but was relieved 
by depression of sympathetic activity induced with 
the use of dehydrogenated ergot, alkaloids, or tola- 
zoline (Priscoline) hydrochloride. The question 
arose of whether these symptoms disappeared or 
were still present after many years, and it was de- 
cided to investigate this problem further. 

In addition another study* had reported that 
hypofunction of the sympathetic nervous system 
occurred after unilateral as well as bilateral anter- 
olateral chordotomy. Vasomotor and sudomotor 
function may be dissociated by lesions in the an- 
terolateral quadrant of the spinal cord during in- 
: tractable pain. Also, the autonomic fibers are more 
171 widely distributed in the anterolateral column of 
the spinal cord than has been thought. Therefore 
the present investigation was begun to study the 
vasomotor disturbances of the autonomic pathways 
in the spinal cord and brain of patients after 


asa Material and Methods 


Four groups of patients were studied. Group 1 
consisted of six patients with residual anterior 
poliomyelitis which had been present from 14 
months to 36 years. Group 2 consisted of six pa- 
tients with various diseases of the brain, with as- 
sociated paresis or paralysis due to burns, tumors, 
fractures, or cerebral vascular accidents. In group 
3 were 10 patients with compression of the spinal 
cord below the eighth cervical segment, and in 
group 4 were 8 patients who had compression of 
the cord at or above the level of the eighth cervical 
segment. 

Skin Temperatures.—The basal metabolic rates 
and the skin temperatures of the fingers and toes 
were determined in each patient. 

Before the tests the subjects fasted for 15 hours. 
During the tests they wore lightweight short paja- 
mas and lay supine on comfortable beds. Data were 
obtained in a room in which the constant tempera- 


From the sections of physiology (Dr. Roth), medicine (Dr. Trelle), 
neurology (Dr. Rushton), and physical medicine and _ rehabilitation 
(Dr, Elkins), Mayo Clinic and Mayo Foundation. The Mayo Founda- 
tion is a part of the graduate school of the University of Minnesota. 
Read before the Section on Physical Medicine at the 108th Annual 
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SWEAT PATTERNS AND SKIN TEMPERATURES IN PATIENTS WITH 
BRAIN AND SPINAL CORD LESIONS 


Grace M. Roth, Ph.D., Hans D. Trelle, M.D., Joseph G. Rushton, M.D. 


Earl C. Elkins, M.D., Rochester, Minn. 


The status of the sympathetic nervous sys- 
tem, as manifested in sweat production and 
skin temperature, was studied in 30 patients 
with various lesions of the brain and spinal 
cord. In group 1, consisting of six polio- 
myelitis patients, the ability to sweat and to 
make vasomotor adjustments was found 
normal with few exceptions. In group 2, con- 
sisting of six patients with brain disease, two 
showed abnormal patterns of skin tempera- 
ture and/or sweating. In group 3, consisting 
of ten patients with spinal cord compression 
below the level of the eighth cervical segment 
(C-8), both skin temperature and sweating 
showed numerous abnormal patterns. In 
group 4, consisting of eight males with spinal 
cord compression at or above C-8, anhidrosis 
was extensive in one and complete in all the 
others; only two had normal patterns of skin 
temperature. The distribution of the auto- 
nomic fibers that control sweating does not 
coincide with that of the fibers that control 
vasomotor activity. 


ture was 25.5 C (78 F) and the relative humidity 
40%, The temperatures of the plantar surface of the 
first and third toes of both feet and the volar side 
of the distal phalanges of the first and third fingers 
were determined by means of copper-constantin 
thermocouples. The observations were made at 
intervals of 10 minutes for one to two hours. 

In the normal person there is a gradient of skin 
temperature from the head to the feet, with the 
lowest skin temperatures in the toes. It has been 
shown too that the skin temperature of the toes will 
depend on the initial basal heat or the basal meta- 
bolic rate. This gradient of skin temperature is 
present constantly, although it is less when the 
basal metabolic rate is particularly high. Reversal 
of this gradient between the skin temperatures of 
the toes and the fingers was considered to exist 
when the average temperature of the toes exceeded 
the average temperature of the fingers by 1.5 C 
(2.7 F) or more in the room at a temperature of 
25.5 C. Such a reversal was first observed after 
surgical removal of sympathetic ganglions. 

In order to evaluate peripheral vasoconstrictor 
activity a number of the patients were transferred 
to a cold room where the temperature was main- 
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tained at 20 C (68 F). They were exposed to this 
temperature for 30 to 40 minutes. Impairment of 
vasoconstriction was indicated when the skin tem- 
peratures decreased less than 2.5 C (4.5 F). 
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No anhidrosis 


°F Normal Cold | Warm 
10-minute intervals 
Fig. 1.—Effect of changes of environmental temperature 
on skin temperature of fingers and toes of patient with an- 
terior poliomyelitis. Complete sweating occurred during 


thermoregulatory test. 


Sweating Test—The cobalt chloride method of 
determining the region of anhidrosis was used. Co- 
balt chloride in a saturated alcoholic solution is 
deep blue but turns to bright pink on addition of 
water. The alcoholic solution was striped over the 
area to be examined; an aluminum heating cabinet 
large enough to cover the entire body except the 
head, containing a series of incandescent light bulbs 
which maintain a temperature of about 140 F, was 
placed over the patient; and in 10 minutes, or 
whenever sweating occurred, the stripes became a 
bright pink. The change in color of the stripes in- 
dicated the varying degrees of sweating with con- 
siderable accuracy. Lack of change in color indi- 
cated anhidrosis. 

Results 


Group 1: Patients with Residual Anterior Polio- 
myelitis—The average age of the six patients (two 
women and four men) with residual anterior polio- 
myelitis in group | was 31 years, with a range from 
13 to 54 vears. The basal metabolic rates ranged 
from —19 to 

The normal pattern of skin temperatures with the 
fingers higher than the toes was observed in all ex- 
cept one patient, in whom transplantation of the 
biceps femoris had been done. Normal vasocon- 
striction occurred in the cold room and normal 
vasodilatation in the hot room (fig. 1). 

Sweating occurred over the entire body in all the 
patients except one. The exception, a 54-year-old 
woman who had had poliomyelitis 36 years previ- 
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ously, was found to sweat only on the arms and 
the back of the legs. However, the pattern of skin 
temperatures of her fingers and toes was not 
changed significantly from the normal in spite of 
the anhidrosis (fig. 2). 

Group 2: Various Diseases of the Brain.—The av- 
erage age of six patients (one woman and five 
men) with brain disease was 40 years, with a range 
from 19 to 59 years. 

The normal pattern of skin temperatures was 
observed in all but two cases. One patient, aged 
19 vears, who had right-sided spastic hemiplegia 
and partial aphasia showed some evidence of im- 
pairment of the vasoconstrictor fibers in the fingers 
of both hands, as the skin temperature of the fingers 
of the right hand decreased only 1.7 C (3 F) in the 
cold room and that of the fingers of the left hand 
did not decrease. More important was the fact that 
sweating occurred except on the lateral portion of 
the left thigh and the lateral aspect of the right 
calf. The second patient, aged 43 years, had had 

a skull fracture that involved both sides of the 
parietal and frontal regions, with subsequent left- 
sided hemiplegia. Although he had a normal pat- 
tern of sweating, there was evidence of slight im- 
pairment of the vasoconstrictor fibers of the left 


toes and fingers. 


B.M.R. —15 


Anhidrosis 


Fig. 2.—Anhidrosis in patient 36 years after anterior 
poliomyelitis with no reversal of skin temperature of toes 
‘hands, 24.8 and 24.6 C [76.6 and 76.3 F], toes, 25.2 C 


[77.4 F]). 


Group 3: Compression of the Spinal Cord Below 
the Level of the Eighth Cervical Segment.—The 
ages of 10 patients (3 women and 7 men) with 
spinal cord compression below the level of the 
eighth cervical segment averaged 29 years and 
ranged from 19 to 56 years. They had varied pat- 
terns of both skin temperatures and sweating. Some 
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of these variations were thought to be due to sub- 
sequent surgical procedures such as decoinpression, 
laminectomy, anterolateral chordotomy, and rhizot- 
omy (table 1). 

In three patients (cases 1, 2, and 3) the pattern 
of the skin temperatures was normal, although one 
patient had no areas of anhidrosis, the second had 
anhidrosis from the level of the umbilicus down on 
the right and from the midthigh down on the left, 
and the third had anhidrosis of both arms, with 
only slight sweating on the lateral aspect of the 
chest. Both a laminectomy and a rhizotomy had 
been done on the second patient. The third patient 
had had a fracture of the neck of the first rib. 

In four patients in this group a reversal of the 
skin temperature of the toes occurred; it was asso- 
ciated with anhidrosis on the right foot in two of 
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patterns of skin temperatures with complete an- 
hidrosis (fig. 4, left). The rest had impairment 
of the vasoconstrictor fibers either of the feet or 
the hands or both, with reversal of the skin tem- 
peratures of the toes in only one patient. Com- 
plete anhidrosis was present in all except one 
patient (case 18); this patient had anhidrosis ex- 
cept on the left side of the face and neck and 
the left shoulder and arm (fig. 4, right). This 
patient had a reversal of the skin temperatures of 
the left toes and impairment of the vasoconstrictor 
fibers of the right hand but not of the left. 


Comment 


The patients with residual anterior poliomyelitis 
had normal vasoconstriction and dilatation, and 
complete sweating occurred in all of these patients 


TaBLE 1.—Data from Patients with Traumatic Lesions of the Spinal Cord Below the Eighth Cervical Segment 


Skin Temperature 


Decrease in Cold 
Room, C 
Toes Fingers 
Age, Yr. Level and 
Case and Sex Pattern R L R L Anhidrosis Type of Injury 
21,M Normal 5.6 6.3 3.9 3.3 None T-11, laminectomy 
23, M 3.4 3.6 1 2.5 None 
i, M Normal 4.3 5.3 3.3 65 Umbilicus down on T- 
right, mid thigh laminectomy; 
down on left T-4 and T-5, 
rhizotomy 
27, M Normal 4.6 2.8 4.1 3.0 Slight, lateral aspect  ‘T’-11, fracture of neck 
of chest, both arms of first rib; T-10 to 
T-12, bilateral 
laminectomy 
19, F Reversal on right 1.6 4.7 5.5 Right foot T-10 to L-1, 
foot laminectomy 
22, M Reversal 18 1A 26 4.0 Right foot T-5, anterolateral 
chordotomy 
Prctbisdnpabscnsvewescdbecesece 35, M Reversal 2.1 3.5 3.8 Umbilicus down T-6, laminectomy 
TT 36, M Reversal 1.2 2 4.5 Umbilicus down T-4, complete 
transection of 
spinal co 
Di vcdccsececctevnvesvecevcicces 46, M Impairment of 22 2.5 1.7 1.0 T-2 down, hands distal T-2, fracture of body 
vasoconstrictor to wrist and lamina; cord 
fibers of feet two-thirds lacerated 
and hands 
teens 17,M Impairment of 1.3 2.2 0.4 1.6 T-3 down C-8 to T-1, incomplete 
vasoconstrictor transection of spinal 
fibers of feet cord 
and hands 
cose 33, F Impairment of 6.7 1.6 4.2 Right arm, hand, T-1 and T-2, myelitis: 
vasoconstrictor foot: left arm, foot, laminectomy: right 
fibers of and lateral aspect of anterolateral 
right hand ft leg chordotomy 


the patients (cases 4 and 5) and with anhidrosis 
from the level of the umbilicus down in the other 
two (cases 6 and 7) (fig. 3). 

In two patients evidence of impairment of the 
vasoconstrictor fibers of the feet and hands was 
noted, with anhidrosis from the second and third 
thoracic segments respectively. There was also evi- 
dence of impairment of the vasoconstrictor fibers 
of the right hand in one patient, with anhidrosis of 
the right arm and hand, left arm, both feet, and the 
lateral aspect of the left leg. This patient had un- 
dergone a right anterolateral chordotomy. 

Group 4: Compression of the Cord At or Above 
the Level of the Eighth Cervical Segment.—The 
ages of the eight males with spinal cord compres- 
sion at or above the level of the eighth cervical 
segment averaged 22 years and ranged from 6 to 44 
years (table 2). Two of these patients had normal 


except the one who had been paralyzed for 36 
years and had not had any operations. However, 
no vasoconstrictor impairment was present in this 
patient. Apparently after a considerable period of 
time the hyperactivity of the sympathetic nervous 
system subsides. 

In patients with various brain injuries there was a 
dissociation between the vasoconstrictor and the 
sweating fibers, since impairment of the vasocon- 
strictor fibers was evident in association with sweat- 
ing over the entire body. 

In the third group, composed of patients with 
injuries to the spinal cord below the level of the 
eighth cervical segment, only one patient had a 
normal sweating pattern; the rest had partial sweat- 
ing patterns which could be correlated to the in- 
jury and the subsequent surgical procedures. The 
evidence of impairment of the vasoconstrictor fibers 
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and the anhidrotic pattern were, in all but one 
patient, of the usual type; that is, anhidrosis of the 
feet with reversal of the skin temperature of the 


Toes 


Normal, Cold 


Skin temperature — °C 


Finuers 
Air 
10-minute intervals 


@ = Anhidrosis 


Fig. 3 (case 7).—Reversal of skin temperature of fingers 
and toes and decrease of only 1 C in toes and 4 C in fingers 
in cold room, after transection of spinal cord at fourth 
thoracic segment. Anhidrosis extended from level of um- 
bilicus down. 
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toes. The one exception (case 2) had a normal skin 
temperature pattern and anhidrosis from the level 
of the umbilicus down on the right and the mid- 
thigh down on the left. Thus damage of the sweat- 
ing fibers and not of the vasoconstrictor fibers was 
evident. 


TABLE 2.—Data from Patients with Traumatic Lesions of the 
Spinal Cord At or Above the Eighth Cervical Segment® 


Skin Temperature 


Decrease in Cold Room, C 


Impairment of Toes Fingers 
Age, Yr. Fibers in Level 
Case and Sex Vasoconstrictor R L R L of Injury 
11 21,M Left foot, both 3.1 18 20 1.3 C-7 to T-2 
ands 
12 °1,M Feet, hands 35 22 06 11 C5 and 04 
2.1 
13 21,M Left hand 42 30 40 13 C4toC4 
14 19, M Right foot, 24 27 #16 19 C-5to C-7 
both hands 
44,M Left foot, 3.2 0 15 0.8 and C-7 
both hands 
16 22,M Normal pattern 30 28 388 88 CHand 0-7 
25, M Normal pattern 41 4.7 84 42 C-7to T-2 
18 6,M Feet, right hand, 04 21 09 85 CB 


reversal 


* All patients had complete anhidrosis except case 18, who sweated on 
the left side of the face and neck and the left shoulder, arm, and hand. 


In the fourth group all of the patients but one 
had complete anhidrosis over the body, and the 
mouth temperature rose 2 F (1.1 C) in 10 to 12 
minutes while they were under the “baker.” In the 
one exception anhidrosis was complete over the 
body except for the left side of the head, neck, 
shoulder, arm, and hand, and the skin temperatures 
of this extremity decreased 8.5 C (15.3 F) in the 
cold room. This correlation of sweating and vaso- 


. finger 
. toe 
. toe 
. finger 


23+ 
22 
= Anhidrosis 
20}- 7 
Normal Cold | Warm 


Fig. 4.—Left (case 11), normal pattern of skin temperatures, with decrease of 1.3 C (2.3 F) in fingers and 1.8 C (3.2 F) 
in toes in cold room, in patient with cord lesion above eighth cervical segment and complete anhidrosis. Right (case 18), re- 
versal of skin temperature of toes in comparison to that of fingers on left hand where sweating occurred. Note decrease of 4.5 C 


(8.1 F) in fingers of left hand in cold room. 
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constriction was thought to be a striking example 
of the interdependence of sudomotor and vasocon- 
strictor fibers and a classic demonstration of the 
compensatory mechanism of the sympathetic ner- 
vous system in the regulation of body heat. It also 
might indicate the peripheral distribution of su- 
domotor and vasoconstrictor fibers relative to the 
thoracic outlet. It might be well to mention that 
these patients, because of inability to sweat, are 
difficult to care for; circulatory collapse may occur 
if they are subjected to a warm environment. 


Summary 

Sweating patterns and skin temperatures of 30 
patients with lesions of the spinal cord and brain 
were determined under basal conditions at constant 
temperatures of 25.5 and 20 C. Complete sweating 
occurred in patients with residual poliomyelitis and 
brain injuries, and nearly complete sweating in 
some with spinal cord injuries below the level of 
the third thoracic segment. A group with spinal 
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cord injuries below the level of the eighth cervical 
segment showed partial lack of sweating, which 
coincided partly with the level of injury and surgi- 
cal procedures, while those with injuries at or above 
the eighth cervical segment of the cord had com- 
plete lack of sweating. 

In some of the patients with spinal cord injuries 
the vasoconstrictor fibers but not the sweating fibers 
were damaged; this seems to indicate a variation 
in the distribution of these fibers in the spinal cord. 
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PREVOCATIONAL EVALUATION AND REHABILITATION 
IN A GENERAL HOSPITAL 


Arthur L. Watkins, M.D., Boston 


The return of the seriously injured workman to 
employment is an obvious goal for any rehabilita- 
tion center. All too often this goal is not achieved. 
For example, in the Commonwealth of Massachu- 
setts a law has been passed which makes it manda- 
tory for workmen’s compensation insurance carriers 
to report all cases of patients who are not back at 
work six months after the injury. These reports go 
to the Industrial Accident Rehabilitation Board, 
which reviews the case histories and refers the pa- 
tient to a rehabilitation facility for further evaluation 
and treatment. This legislation is not based on any 
lack of proper medical or surgical treatment which 
is readily available to the injured workman, but, 
rather, to the fact that in spite of excellent medical 
and surgical care all too often the injured workman 
does not return to employment. The rehabilitation 
of this group of patients is a real challenge to the 
physiatrist. The purpose of the presentation is to 
record a method of prevocational evaluation and 
work therapy as set up in an acute general hospital 
rehabilitation facility. Forty-four consecutive cases 

Assistant Clinical Professor of Medicine, Harvard Medical School; 
Chief, Physical Medicine Department, Massachusetts General Hospital; 
and Medical Director, Bay State Medical Rehabilitation Clinic. 

Chairman’s address, read before the Section on Physical Medicine 


at the 108th Annual Meeting of the Ameiican Medical Association, 
Atlantic City, June 9, 1959. 


The nonprofessional services of a hospital 
were found to provide a rich variety of work 
situations for use in a rehabilitation program. 
Of 44 consecutive patients who started this 
program, 41 completed it and 31 wefe suc- 
cessfully rehabilitated, even though an aver- 
age of 23 months had elapsed since the 
initial injury. The setting was an acute 
general hospital. Three cases are described 
to illustrate the feasibility of using the hos- 
pital barber shop, accounting department, 
pharmacy, and similar facilities to test and 
restore the patient’s occupational potentiali- 
ties. 


were selected for this study, representing all the 
workmen’s compensation cases seen and evaluated, 
vocationally, during recent years at the Bay State 
Medical Rehabilitation Clinic. All patients were 
referred to some nonprofessional service department 
of the hospital for a work therapy program, which 
will be described. 
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Method of Evaluation 


An injured workman who has not returned to 
work because of an injury believes that he needs 
treatment and usually is not completely satisfied, in 
some way, with the result of medical therapy. For 


TABLE 1.—Nonprofessional Services Provided at 
Massachusetts General Hospital 


Accounting Neurosurgery laboratory 
Animal laboratory Orthopedic shop 
Architects Paint shop 

Barber shop Patients Accounts 
Carpentry Patients library 
Chemistry laboratory Pharmacy 

Central supply Photography 

Food store Plumbing 

General housekeeping Print shop 
Instrument repair Reception desk 
Kitchen Refrigeration repair 
Laundry Upper store 
Maintenance X-ray switchboard 


this reason, rehabilitation, I believe, is more apt 
to be successful if a physician directs the program 
and is the leader of the rehabilitation team. 

It has often been said that a rehabilitation center 
should be separated from a general hospital for 
psychological reasons. We have deliberately chosen 
an acute hospital, however, with all its facilities for 
diagnosis and treatment readily available. At the 
same time, we have utilized actual work situations 
in the hospital for prevocational testing and work 
tolerance production. 


Rehabilitation Team 


In our program we have as the leader a physi- 
atrist who provides the medical evaluation, with 
consultants as needed. He also directs the thera- 
peutic program in all stages. A coordinator is neces- 
sary to take care of administrative details, make 
arrangements with third parties, and see that the 
team works together and that reports are sent out. 
Other members include physical therapists, social 
workers, and a clinical psychologist who conducts 
aptitude, interest, and other psychological tests. A 
psychiatrist acts as a consultant and discusses all 
cases with the team. An occupational therapist di- 
rects the hospital prevocational and work therapy 
program. A vocational counselor is responsible for 
establishing the vocational goals and the actual 
placement in jobs. 


Hospital Work Therapy Program 


At the Massachusetts General Hospital, as at any 
general hospital, many nonprofessional services are 
necessary for running the hospital (table 1). Our 
occupational therapist has established a coopera- 
tive relation with the foremen of the various non- 
professional services. The foreman is instructed in 
the placement of an injured workman under treat- 
ment in his department for purposes of evaluation 
of his abilities and interests and aptitude for that 
particular type of work and, also, for the purpose 
of establishing the patient’s work tolerance. In the 
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beginning, forms were utilized for evaluation by 
the department head; but, in the course of time, 
these have been discarded as unnecessary except 
for indoctrination of new employees. The depart- 
ments are not used for the purpose of developing 
vocational skills or for production of work. The 
placement is used to develop, gradually, an eight- 
hour working tolerance through actual work and 
to instill a real work interest. 

An interesting side light has been the keen in- 
terest of the foremen in this project. For the first 
time, after years of service in a hospital, they have 
become a part of an active therapeutic program in 
contact with patients. 

Placement in work therapy is generally accom- 
panied by physical rehabilitation in the form of 
conditioning exercises. We use a progressive re- 
sistance exercise table for this purpose. This tech- 
nique has the advantage of providing a measure- 
ment of strength in terms of pounds which helps 
to evaluate progress. 

A unique feature of this work therapy program 
has been an evaluation in terms of the physical 
work requirements of the different jobs by a con- 
sultant who worked with the individual foreman 
and established the physical requirements of many 
of the jobs in the hospital. Our physiatrist, physical 
therapist, and occupational therapist were also 
trained, similarly, to establish the physical abilities 
of patients in this fashion.’ This combined evalua- 
tion of physical abilities and job requirements 
makes it possible to place a person in a suitable 
work situation corresponding to his physical ca- 
pacities. 


TABLE 2.—Results for Fourteen Patients with Fractures 


Age, Hospital End-result* 

Yr. Occupation Work rapy 

36 Farmer Accounting Bookkeeping 

25 Window washer Accounting Accounting school 
(bookkeeping job) 

16 Freight handler Laundry Old job 

4 Construction laborer Store Old job 

64 Domestic Housekeeping Unemployed 

48 Truck driver Paint shop Cooking school 
(chef 

45 Construction Carpentry Picture framing 

carpenter 

18 Shipper Accounting Accounting school 
(bookkeeping job) 

30 Laborer Print shop Old job 

29 Sander Pharmacy Presser 

29 Steeplejack Refrigeration Refrigeration 

5 Track repair Plumbing Old job 

i) | Telephone exchange Accounting Old job 

58 Mechanic Pharmacy Bench assembly 


(accounting) 


* Former job—5; new job—8; failure—1. 


Patient Data 


Diagnostic Categories.—The patients who were 
injured at work and went through this program 
had a variety of injuries. Three patients were not 
included because of lack of follow-up. There were 
12 patients (29%) with serious back injuries with 
or without ruptured nucleus pulposus of the inter- 
vertebral disk. Some of these had operations, in- 
cluding laminectomy and spinal fusions. Fourteen 
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patients (34%) suffered fractures, of the lower ex- 
tremities in 10 and of the upper in 4. Four ampu- 
tees (10%) were referred, with different varieties 
and levels of amputation sites. Eleven patients 
(27%) with other injuries were included, such as 
crushed hands, neck sprains, three brachial plexus 
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der treatment for as long as three months; one 
patient continued on our program for eight 
months. 

Occupation at Time of Injury.—A large variety 
of occupations were represented in this study. The 
list includes, for example, a farmer, a tree surgeon, 


TABLE 3.—Results for Twelve Patients with Back Injuries 


Operation Age, Yr. Occupation 
45 Truck driver | 
30 Bowling machines 
Disk fusion .......... 42 Truck helper 
33 Laborer 
Disk fusion ........... 56 Truck driver 
31 Plasterer 


Interval, Hospital 

Mo. Work Therapy End-result* 
19 Plumbing 
45 Housekeeping; store Former job 
24 Store Former job 
30 Store Former job 
36 Instrument repairs eon 
15 Elevator; housekeeping Night watchman 
44 Plumbing Former job 
32 Elevator; pharmacy é 
30 Instrument repairs; 

pharmacy, elevator 
15 Elevator Elevator operator 
12 Store eee 
s Accounting Accountant at hospital 

24 


* Former job—4; new job—3; watchman—1; elevator operator—1l; bookkeeper—1; failures—5 (truck driver, 4; laborer, 1). 


or nerve injuries, and one case of upper extremity 
thermal burns. All patients were in the employable 
age group. The youngest was 17 and the oldest 
64 years of age; there were two females. 

Interval After Injury.—These patients represent 
those with severe injuries who failed to return to 
employment after six months. In most instances, 
the patients were referred to our rehabilitation 
clinic one to three years after the date of injury, 
with an occasional exception of patients referred 
earlier for rehabilitation by the insurance carrier 


when change of employment would be necessary, © 


as, for example, in the case of the amputee. The 
average interval was 23 months. 


a window washer, a freight handler, a truck driver, 
a waiter, a railroad worker, a cabinet maker, a 
roofer, a steeplejack, a meat cutter, a machine op- 
erator,"and an office manager. 


Results 


Of the 41 patients who completed the evaluation 
and therapy described, 11 returned to the same 
type of work with their previous employer. Four- 
teen were successfully placed in a new occupation 
and six were set up in a vocational training pro- 
gram under the direction of the Massachusetts Re- 
habilitation Commission. Thus, 75% were success- 
fully rehabilitated. Of the 10 who failed to return 


TABLE 4.—Results for Eleven Patients with Crush and Soft Tissue Injuries 


Age, Yr Type of Injury Previous Occupation Hospital Work Therapy End-result* 
Didaceistdcdddvccnds cédctgeeces Trunk and pelvis Laborer Kefrigeration No job (traumatie neurosis) 
Upper extremity laceration Meat cutter Butcher shop Previous job 
ck Leg crush Truck driver Instrument repairs Taxi driver 
Arm crush Crane oiler Barber shop school; placed as 

arber 

Hand crush Paper machine Store Stock clerk 

Neck strain Mechanic Pharmacy for placement; 
no jo 

Hand crush Roofer Carpentry; instrument Mechanies helper 

repairs; maintenance 

Syringomyelia Roundhouse worker Dietary office Business school; no 
placement 

hysterical Steeplej ack Refrigeration Refrigeration repair 

plegia 
Brain, subdural Office manager Accounting Business school; job 
Din cninssuaenadisanthicandrctnests Burn of hands Laborer Elevator Elevator operator 


* Previous job—1; new job—5; vocational training—3; failure—2. 


Length of Treatment.—These particular patients 
were all ambulatory and usually came in for daily 
treatments five days a week with an occasional ex- 
ception of a patient for whom transportation was 
a difficulty and therefore treatments were less fre- 
quent. Usually, treatments were continued for at 
least a month, an occasional patient remaining un- 


to employment, 5 had a diagnosis of a back injury 
and 4 had been operated on, another had a recur- 
rence of rheumatoid arthritis preventing his return 
to work, one had multiple soft tissue injuries, one 
had a fractured wrist, and another had a new in- 
jury before returning to work. A psychiatric diag- 
nosis precluded work for one patient. Results are 
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given in detail in tables 2 through 5. Three illus- 
trative cases of successful rehabilitation are given 


below. Report of Cases 


Case 1 (fractured hip).—A 58-year-old garage 
mechanic suffered a fractured hip at work. He was 
treated with closed reduction and bed rest at an 
outside hospital and was able to use crutches but 
developed severe disabling pain in the hip. It was 
consequently decided that an arthroplasty should 
be done, with insertion of an Austin-Moore prosthe- 
sis. Convalescence from this was good and he was 
referred five months later for further rehabilitation 
therapy. At the time of referral, he was walking 
with a cane and driving his own car. In his prevo- 
cational evaluation it was found that he was able 
to do simple addition and subtraction satisfactorily 
but not multiplication or division. He had a three- 
hour standing tolerance and was referred to the 
hospital work therapy program. His first placement 
was in the pharmacy, where he seemed to have 
some aptitude for work with machines. He also 
demonstrated a full day’s working tolerance sitting 
at work operating a foot lever. A second trial of 
work placement was in the accounting department, 


TaBLeE 5.—Results for Twelve Amputees 


Type Previous Hospital End-result 
of Occupation Work Therapy 
Age, Ampu- 
Yr. tation* 
19 BE Cabinet maker Accounting Accounting 
school 
45 AE Machine Instrument Previous job 
operator repairs 
46 AE Wool comber Instrument Watchman for 
repairs: previous 
carpentry employer 
63 AK Cement Instrument Unemployed 
manufacturer re (arthritis) 


refrigeration 

* BE = below elbow; AE = above elbow; AK = above knee. 
where it was found that he was cooperative and 
dependable. After three weeks of the work therapy 
program he was seen by the vocational counselor, 
who found employment for him in a bookkeeping 
capacity. 

Case 2 (crush of arm).—A 23-year-old operator 
of a crane injured his right hand when it was 
drawn into the construction machinery he was oil- 
ing on June 11, 1956. He had immediate surgical 
care in a nearby hospital. A diagnosis was made of 
comminuted fractures of the radius and ulna and 
severe skin and tendon injuries to the forearm. In 
November of the same year he was referred to the 
Bay State Medical Rehabilitation Clinic, where he 
was taken out of immobilization as per his sur- 
geon’s instructions and started on physical therapy 
to mobilize and strengthen his stiff joints and weak 
muscles. He had physical therapy three times a 
week for one year. During the last months of treat- 
ment he was evaluated for vocational goals since 
there would be some definite residual lack of func- 
tion of his right hand. This prevocational evalua- 
tion was done in the occupational therapy depart- 
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ment and his studies included aptitude and interest 
testing and intelligence tests plus counseling by 
the vocational counselor. He was found to be of 
normal intelligence, with interests and aptitudes 
in the mechanical field. The patient was very 
much interested in becoming a barber in spite of 
his less than normal hand function. He was accord- 
ingly placed in the hospital barber shop and given 
further tests of his skills and interests; finally, he 
was enrolled in a barber's school under the plan of 
the Massachusetts Rehabilitation Commission. 

In 1958, he had further surgery for removal of 
internal fixation, followed by some additional phy- 
sical and occupational therapy to regain as much 
function as could be secured after this brief post- 
operative period. He continued with his study of 
barbering and was finally employed as a barber 
full time. He had been on the job for three weeks 
and was doing well at the time of the follow-up 
report in February, 1959. 

Case 3 (multiple fractures).—A 25-year-old win- 
dow washer had had several severe falls in carrying 
out his work, the last one occurring four and one- 
half months prior to admission, when he received 
multiple fractures. In his prevocational evaluation 
he received aptitude, interest, and psychometric 
tests which indicated normal mental ability, with 
reasonable clerical skills. Prevocational testing in- 
cluded a trial in the accounting department of the 
hospital, where it was found that he could follow 
instructions well, had good work output, and was 
congenial with those in the department. He was 
able to use an electric calculator and his supervisor 
was satisfied with his work. In view of this, the 
vocational counselor enrolled him in a_ business 
school where he finished a business course. After 
finishing training, he was employed as a bookkeeper 
and earned $55 a week. In addition to this, the 
patient is going to night school to work for a de- 
gree in business administration, hoping after he 
finishes to increase his wage potential to as much 
as $70 a week. P 

ummary 

A method of rehabilitating the seriously injured 
worker back to employment was established in an 
acute general hospital rehabilitation facility. The 
placement of patients in a work situation for pre- 
vocational evaluation and the development of work 
capacity formed essential elements of this program. 

The nonprofessional services of a hospital pro- 
vided a rich variety of work situations. The pro- 
gram was directed by the rehabilitation team of 
the general hospital center. 

Of 44 consecutive referrals, on the average of 23 
months post-injury, 41 injured workers completed 
the evaluation and work therapy program. Thirty- 
one (75%) of the 41 patients were successfully re- 
habilitated. Ref 
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CHALLENGE TO THE PRIVATE PHYSICIAN IN THE 
EPIDEMIOLOGY OF SYPHILIS 


William J. Brown, M.D., Thomas F. Sellers, M.D. 
and 


Evan W. Thomas, M.D., Atlanta, Ga. 


Progress against syphilis in the United States 
during the past 20 years has been tremendous. The 
control program frequently has been referred to as 
one of the most successful in recent public health 
history. Ample statistical proof of progress is evi- 
dent in such long-range indexes as trends in mortal- 
ity and disability due to syphilis. For example, in 
1939, when the national venereal disease control 
program was launched, there were 14,500 deaths 
due to syphilis reported (11.8 per 100,000 popula- 
tion). In 1956, the most recent year for which com- 
plete mortality data are available, there were 
3,870 deaths from syphilis reported in the nation 
(2.3 per 100,000). Similarly, first admissions of 
syphilitic psychotic patients to mental hospitals 
have declined from 7,800 in 1939 (5.5 per 100,000 
population) to 1,663 in 1955 (1.0 per 100,000 popu- 
lation). 

Reported cases of infectious syphilis also de- 
clined consistently and significantly between the 
peak year of 1947 and 1954. However, since 1954 
the number of cases of infectious syphilis reported 
each year has remained practically unchanged. 

Figure 1 shows the trend line of reported primary 
and secondary syphilis in the United States since 
1950. Venereal disease control personnel are most 
concerned with this plateau at the high level of 
between 6,300 and 6,800 reported cases of infectious 
syphilis per year. The word “reported” must be 
emphasized, because a large number of privately 
treated syphilitic patients have not been reported 
for one reason or another. Studies show that in some 
areas private physicians are reporting to health 
authorities as little as 5% of the syphilitic patients 
they treat—in other areas as much as 50%. It is 
estimated that approximately 25% of all privately 
treated syphilitic patients are reported to health 
departments. Thus, the data plotted in figure 1, 
based on incomplete reporting, represent a mini- 
mum of the true syphilis attack rate in the United 
States. And, of course, cases of syphilis which occur 
but are not diagnosed in the infectious stage of the 
disease are not included. 

Venereal disease control officers and syphilologists 
agree that, to reduce the incidence of infectious 
syphilis and return this line to a downward trend, a 
much higher percentage of cases of infectious syphi- 


Chief, Venereal Disease Branch, Communicable Disease Center, 
Bureau of State Services, Public Health Service (Dr. Brown); State 
Health Commissioner, Georgia State Health Department (Dr. Sellers); 
and former professor of clinical medicine, New York University Col- 
lege of Medicine, and former director of Venereal Disease Services, 
Bellevue Hospital, New York City (Dr. Thomas). 


Reported cases of infectious syphilis de- 
clined between the peak years of 1947 and 
1954, but since 1954 the number has re- 
mained practically unchanged each year. 
Public health officials understand well the 
responsibility of the general practitioner to 
protect the confidence of the physician- 
patient relationship, as well as his reluctance 
to suggest that his private patient be inter- 
viewed for contacts by a third person, but 
such personnel have been trained to keep 
all information in strict confidence and to 
bring to the investigation the same high 
professional standards as apply to diag- 
nosis and treatment. If the trend of infectious 
syphilis is to turn down again, physicians 
must report all cases to the health depart- 
ment and arrange to have patients inter- 
viewed for information about sexual contacts. 
Examples of effective cooperation along 
these lines are cited. 


lis must be reported, and all reported patients in the 
infectious stage must be interviewed for sexual 
contacts so that all such contacts may be found, 
examined, and treated if infected. If cases are not 
reported it is not possible for the health department 
to offer a trained interviewer to obtain the names 
of all their sexual contacts, and if this is not done 
the infected contacts will continue to spread the 
infection. Only by complete case reporting and 
interviewing can we attain real control of this 
disease and progress toward the goal of its eventual 
eradication. 

Failure to continue the downward trend of re- 
ported early syphilis since 1954 cannot be explained 
by decreased public health epidemiologic activities, 
because these have been maintained at levels which 
formerly produced significant declines. Studies have 
shown that, since the development of slow-absorp- 
tion penicillin for the treatment of syphilis, private 
physicians have been treating a higher proportion 
of infectious syphilitic patients. Furthermore, only 
a small percentage of these patients with early syph- 
ilis are being interviewed adequately for sexual 
contacts. Figure 2 shows the number of cases of 
infectious syphilis reported by private physicians 
and by clinics in the five-year period during which 
practically no progress has been made against re- 
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ducing the incidence-of syphilis. This chart also 
shows the number of patients interviewed and the 
number not interviewed for sexual contacts for each 
reporting source. 

Of the 14,428 cases of infectious syphilis reported 
by private physicians during the five-year period 
only 2,400 patients (16.6% of the total number re- 
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Fig. 1.—Reported cases of primary and secondary syphilis 
in the continental United States, 1950-1958. 


ported) were interviewed by a trained interviewer 
to obtain the names and addresses of contacts. 
Surely, many private physicians must have advised 
their patients to send in their spouses for examina- 
tion. This is a simple procedure requiring no special 
effort or training. However, it is much more difficult 
to obtain the names of other sexual contacts who 
may have introduced the infection into the family 
group. Such interviewing requires special training 
and experience. 

In contrast to the foregoing figures, of the 19,251 
patients with primary and secondary cases reported 
by clinics and hospitals, 16,845 (86.3%) were inter- 
viewed for contacts. Although there is still room for 
improvement in the interviewing of clinic and 
hospital patients, particularly the latter, the greatest 
need is for more adequate interviewing of private 
patients and subsequent examination of their sexual 
contacts. Such action would help significantly to 
reduce the continuing high incidence of syphilis. As 
discussed later, this requires close cooperation be- 
tween the private physician and the health depart- 
ment. 

Case-Finding Opportunities Lost 


The epidemiology of infectious syphilis is the 
responsibility of health departments, but, before 
discussing the necessary cooperation of private 
physicians, let us consider what is lost by failure to 
obtain contacts of private patients. By applying 
national average indexes of case-finding productivity 
to the 12,028 cases of infectious syphilis reported by 
private physicians but not interviewed for sexual 
contacts, it is conservatively estimated that inter- 
viewing of these patients by trained personnel 
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would have yielded 40,173 named contacts during 
the five-year period under consideration (fig. 3). 
Routine follow-up procedures and examination of 
these 40,173 contacts would have yielded 2,868 
cases of primary and secondary syphilis, 1,606 cases 
of early latent syphilis, and 594 cases of other 
syphilis. It should be emphasized that these esti- 
mated undiscovered cases are minimal, since they 
* calculated from the base line of reported cases 
only. 

On the brighter side there are many specific 
examples of excellent cooperation between private 
physicians and health departments in several areas 
where venereal disease outbreaks have occurred. 
For example, an extensive outbreak of syphilis oc- 
curred recently in a southwestern state. The original 
case of secondary syphilis was reported to the health 
department by a private physician who requested 
epidemiologic aid from the health department. A 
trained interviewer went to work, and a chain of 
infection of 79 cases of infectious syphilis was sub- 
sequently uncovered. Throughout the outbreak 
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Fig. 2.—Cases of primary and secondary syphilis obtained 
by reporting source and interviewing sexual contacts, in the 
United States, fiscal years 1954-1958. 
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there was continuous communication and consulta- 
tion between local physicians and the county health 
officer. Only through teamwork between private 
physicians and health department personnel was 
this outbreak brought under control. How many 


_) 
| 
| 
| 
18,000 
195 
1 
18,000 + 
16,000 | 16,959 
4.428 
| 
14,000 
| | 
12,000 - | | 
10,000 - | | 
{ 
8,000 - { | 
| | 
4 | 
| | 
4,000 - 
| 
2,000 4 “ 
| [2,400 | 


Vol. 171, No. 4 


other equally extensive outbreaks have not been 
uncovered because a patient with an early case of 
syphilis was neither reported nor interviewed can 
only be guessed. 

In addition to epidemiologic teamwork between 
private physicians and health officers in localized 
outbreaks of syphilis are a few statewide programs 
in which private physicians work side by side with 
the health department in a co- 
operative plan of control. One 
southern state has been particu- 
larly successful in such an effort. 

The first step in the program 

was to approach the state medi- 

cal society and enlist its active 

participation in the control pro- 

gram. The reporting program 

was approved by the state medi- 

cal society and discussed at 

local medical society meetings 

throughout the state. Simple re- 

porting procedures were estab- 

lished for the convenience of 

physicians, and positive blood 

tests from public health labora- . 

tories were used to stimulate 

case reporting. Every physician 

in the state received a letter 

from the state health officer ex- 

plaining the program and urg- 
ing him to report any cases of / 
syphilis. The splendid results / 
of this program are shown in fig- 
ure 4. More than 10 times as_ | 12,028183.4%) 
many cases of syphilis were re- ame 

ported by private physicians in | '*riewe 

the three years after the initia- 
tion in 1956 of the case-reporting 
program than in the previous 
three years. The chart refers to 
patients with syphilis reported 
in all stages of the disease. 
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gratifying results of this phase of the program are 
shown in figure 5. This chart shows that physicians 
who reported cases prior to the new program were 
already working with the health department by hav- 
ing most of their patients with early cases (83%) 
interviewed for contacts. More important, the chart 
shows that after the institution of the new program 
not only were more private physicians reporting 
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Fig. 3.—Cases of syphilis seen by private physicians. Venereal disease program goal 


part of the private physician- js to provide epidemiologic coverage of untapped reservoir of sexual contacts ( °fig- 
participation program was a sus- ures in chart based on national contact indexes). 


tained effort to interview all pa- 

tients with these stages of disease for sexual con- 
tacts and to bring all contacts to the physician for 
examination. Concurrently with the general case- 
reporting program private physicians were espe- 
cially urged to report patients with early cases of 
syphilis promptly and to have them interviewed for 
sexual contacts by a trained interviewer. In fact, 
each physician reporting a case of infectious syphilis 
was visited by a representative of the health depart- 
ment who offered to interview the patient. The 


more cases of early syphilis but the physicians were 
also taking an active interest in the program by ar- 
ranging for their patients to be interviewed for con- 
tacts by a trained interviewer from the health de- 
partment. The percentage of patients interviewed 
under this program increased to 97% in the three- 
year period after its inauguration. 

If this program can work in one state, it can 
work in others. The plan is a simple one for the 
physician. He need only report all cases of syphilis 
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and arrange for all patients with early cases to 
be interviewed for sexual contacts by a trained 
interviewer. 


Trained Interviewers Available 


The epidemiology of infectious syphilis requires 
time and effort that are at the disposal of few, if 
any, busy physicians. A properly conducted patient 
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Fig. 4.—Comparison of cases of syphilis reported in south- 
ern state for fiscal years 1953-1955 and 1956-1958. Program 


of case reporting by private physicians was initiated in 1956. 


interview for contacts will consume an average of 
45 minutes, and the available data prove that the 
most successful interviewing has been done by 
personnel who have had special training. Such 
persons have been carefully selected for their tact, 
integrity, intelligence, interviewing ability, person- 
ality, and their understandirg of the confidential 
nature of their work. They are available through 
the local health department. 

In addition to the interviewing of patients, con- 
tacts named must be located in the field and brought 
to examination. Only health department personnel 
are able to do this adequately. Furthermore, many 
named contacts must be located in another city, 
county, or state. About 14% of all contacts named 
by syphilitic patients reside outside the state in 
which the case is diagnosed. In fact, with the 
increasing mobility of our population it is quite 
common to have contacts reported in far distant 
states and foreign countries. There is a national and 
international system of reporting such persons. 
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Health department investigators follow their prog- 
ress and bring most of them to examination and 
treatment if indicated. But such follow-up epidemi- 
ology cannot be carried out if the patient with the 
original infectious case is not interviewed. 

Public health officers understand well the respon- 
sibility of the general practitioner to protect the 
confidence of the physician-patient relationship, as 
well as his reluctance to report the names of his 
patients with syphilis or to suggest that his private 
patient should be interviewed for contacts by a 
third person from the health department. Health 
department personnel concerned with venereal dis- 
ease control have been trained to keep information 
concerning the identity of patients and contacts in 
strict confidence and to bring to the epidemiologic 
investigation the same high professional standards 
that are applied to diagnosis and treatment. Their 
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Fig. 5.—Comparison of cases of primary and secondary 
syphilis reported by private physicians in southern state and 
interviewed for sexual contacts for fiscal years 1953-1955 
and 1956-1958. 


approach to any person in a chain of infection con- 
siders marital problems and other social implica- 
tions which might develop. 

Health officers, public health nurses, and other 
health department personnel trained in tracing con- 
tacts will cooperate in any possible way with the 
private physician, and the patient-physician re- 
lationship is often strengthened through their inter- 
views. It should be stressed that the health depart- 
ment’s approach to any private patient with syphilis 
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is always with the knowledge and permission of the 
private physician. In fact, the health department 
representative approaches the patient in these cases 
as an agent of the physician. 

Since the physician is busy and cannot be ex- 
pected to devote the necessary time to interviewing 
patients for their contacts, it is most important that 
he call for the assistance of his local or state health 


APHASIA—TOBIS 


101/393 


department. If the trend line of infectious syphilis 
is to turn down again, physicians must first report 
all cases to the health department and arrange for 
health department personnel to interview their pri- 
vate patients for contacts. The greatest hope of 
further progress against syphilis in the foreseeable 
future lies in a private physician-health department 
partnership. 


PHYSICAL MEDICINE AND REHABILITATION 
MANAGEMENT IN APHASIA 


Jerome S. Tobis, M.D., New York 


A speech disturbance may be an important diag- 
nostic sign in a wide variety of medical conditions. 
Every physician takes note of the patient’s speech 
in the evaluation of his medical status. Thus, a 
tremulous voice may connote fear or anxiety; scan- 
ning speech may signify a cerebellar lesion; a mo- 
notonous, flat speech of diminished volume may 
suggest parkinsonism. In all of these examples the 
finding may be of diagnostic significance. However, 
the management of the case need not be directed 
to the speech disorder. 

On the other hand, major speech disorders such 
as aphasia or dysarthria may be disabling and in- 
variably complicate the management problem. All 
too often the physician manages the problem of the 
paralyzed limbs, as in the hemiplegic, but con- 
siders the language disorder as a phenomenon dis- 
crete from the motor disability. The. objective of 
this paper is to relate the language disorder of 
aphasia to the motor disability. 


Language and Motor Skills 


The relationship between language and motor 
skill has been clearly defined by Haldane,’ who has 
stated, “The human brain has two super animal 
activities: manual skill and logical thought. Manual 
skill appears to be the earlier acquisition of the two 
and the capacity for language and thought has 
grown up around it. If we breed for qualities which 
involve the loss of manual ability, we should more 
likely evolve back to the apes than up to the angels.” 

Further support for this view has been forthcom- 
ing from Wundt and Bloomfield,? who proposed 
that motor acts in the form of gestures have been 
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The relation of speech activity to other 
forms of motor activity was studied in 58 
hemiplegic patients with aphasia. They were 
compared with another group of 51 hemi- 
plegics without aphasia. Impairment of 
speech was found to be correlated with 
weakness of the hand; stimuli intended to 
elicit verbal responses often elicited motor 
responses of other kinds, and many aphasic 
patients when permitted to get out of bed, 
stand, and walk seemed to improve their 
ability to communicate. It is concluded that 
motor experience is important for language 
experience. The motor activities of dressing 
and walking either facilitate speech or other- 
wise facilitate the learning processes con- 
nected therewith. Occupational therapy re- 
inforces speech therapy, and the two have 
been combined successfully in joint therapy 
sessions. 


the source of speech. They consider that manual 
gestures became associated with oral gestures and 
these produced sounds, In this view, sounds be- 
came linked with the meanings of the manual ges- 
tures and subsequently the manual gestures were 
eliminated. It is in this light that emphasis is placed 
on motor experience as essential for language ex- 
perience. 

The effort to deal with aphasia as a purely 
psychological or linguistic phenomenon will lead to 
inadequate management. Tools of language come 
out of the experience of manual function. On the 
other hand, the converse is also true. Walking, 
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feeding oneself, dressing, and other manual skills 
are more effective when directed by language and 
conceptual behavior. 

The motor or efferent aspect of h is ex- 
pressed by the coordinated activity of maxillofacial 
and thoracic structures, including tongue, lips, 
larynx, lungs, and diaphragm. However, motor out- 
put is dependent on the sensory input. The close 
interdependence of sensory and motor activity has 
been emphasized by Gooddy,” who states, “. . . in 
voluntary movement, sensation and motion form a 
single, indivisible, continuous process.” The general 
senses such as touch, pain, and proprioception and 
the special senses such as hearing, taste, and vision 
interpret the external environment to the patient. 
The total sensory input represents the combined 
activity of the end-organs, peripheral nerves, tracts, 
and the integrative sensory cortex. 

With regard to cerebral lesions, brain damage 
generally disturbs the sensory input at the integra- 
tive level. In order to produce an appropriate motor 
response there must be an appropriate sensory 
stimulus. It has been shown * experimentally that 
sensory loss in an extremity abolishes motor func- 
tion in that limb. It does not abolish the ability of 
the muscle to contract, but it prevents coordinated 
activity such as walking or exercise of manual skills. 
This dysfunction is comparable to that of the pa- 
tient with receptive or sensory aphasia who may 
retain the ability to contract the muscles for the 
production of speech sound but whose speech func- 
tion is inadequate for communication. 

On the basis of these principles of sensory input, 
the aphasic patient will function most effectively 
in an environment that is well structured. Not only 
the quantity but also the quality of stimulation that 
he receives must be predetermined. Thus, some 
aphasic patients should live in an environment in 
which noise is reduced. For training purposes it 
may be desirable to reduce qualitatively certain of 
the sensorial experiences. Thus, a quict, darkened 
room may be advantageous in the relearning proc- 
ess. On the other hand, in some patients more than 
one sensory modality may be used in order to rein- 
force the impact on the patient’s cortex. Thus, the 
therapeutic value of visual stimulation reinforcing 
auditory stimulation may have more than an 
arithmetic value. Its therapeutic effect may be 
geometric. 

Quantity of stimulation must also be considered. 
There is both an upper and a lower level that is 
therapeutically desirable. Thus, a soundless room 
for the aphasic, as for the normal person, may be an 
oppressive experience. Recent experiments on 
normal persons have shown that the reduction of 
sensory stimuli to a minimum may lead to serious 
psychic disturbances in the normal. Similar findings 
have been reported ° in clinical situations. By the 
same token, such reduction of sensation may create 
further disorganization or even panic in the aphasic. 
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Thus, the stimulus that is to be used must reach the 
minimum threshold which is appropriate to the 
level of organization of the central nervous system 
of the aphasic patient. This threshold will vary for 
each patient. 

A third area in which speech as a motor function 
should be reviewed relates to visceral functions. 
The receptors and effectors which have been men- 
tioned previously have dealt primarily with the 
voluntary and somatic aspects of the nervous sys- 
tem. Reflexes mediate activity of the respiratory, 
cardiovascular, and endocrine systems, which 
factors can modify the speech function. For ex- 
ample, modification in respiratory rate may reduce 
the volume of air for speech in the expiratory phase. 
Emotional lability will change the rate and tidal 
volume of respiration. Further, glandular activity 
of salivation may be inhibited by the autonomic 
nervous system, which may, in turn, lead to a 
thickened speech. Such changes reflect the intimate 
relationship of visceral innervation to the function 
of speech. 

Thus far, similarities found in musculoskeletal 
functions such as walking and speech are rather ap- 
parent. However, there are significant differences. 
For example, if one walks endlessly in a circle it 
may be purposeless walking, but it is still recog- 
nizable walking. On the other hand, a flow of words 
in a sequence which has no meaning is not regarded 
as effective speech. Thus, a key function of speech 
as a means of communication is to influence the 
behavior of people, whereas other musculoskeletal 
functions may or may not serve this purpose. 

Another significant difference relates to the na- 
ture of a functional increment in speech as com- 
pared to walking. If, for example, an aphasic pa- 
tient is capable of relearning one or two nouns, is 
this as significant to the return of speech as one or 
two steps is to the return of walking? It is not, 
because as soon as the patient can take a few steps, 
one can predict that the patient will walk with some 
degree of facility, even though with a crutch. In 
the case of speech, one cannot as confidently predict 
the next increment by evaluating the accomplish- 
ment of the initial increment. This is so because, 
although the musculoskeletal act of enunciating 
words is a prerequisite of effective speech, it is not 
the equivalent of it. Thus, speech requires not only 
a motor act but also conceptualization, which repre- 
sents the most complex and highest cortical activity 
of man. It is obvious, therefore, that in a patient in 
whom speech function has been seriously impaired, 
the rate of return may be much slower: than for 
other motor function. This relates to a significant 
problem in the evaluation of speech therapy. 

In a comparable situation of brain damage, our 
department has undertaken to evaluate 53 patients 
with cerebral palsy who had been on our inpatient 
service at Bird S. Coler Hospital.’ We devised a 
system of values for some six categories of activi- 
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ties. These included motor functions such as walk- 
ing, dressing, feeding, and going to the toilet. It 
also included the area of speech. The rating scales 
for each category were made as simple as possible 
and consisted of a hierarchy of items from total 
disability to complete independence. By the same 
token, we attempted to set a scale for speech, ex- 
tending from total inability to communicate orally 
to normal communication for a particular age. In 
evaluating what our program had provided for 
these patients, it was most disturbing to find that 
by this rating scale the least gains had been made in 
the area of speech. On evaluation it became ap- 
parent that different criteria had to be established 
for measuring increments than those used for other 
musculoskeletal functions. 


Rehabilitation of the Aphasic Patient 


In the light of these considerations, I shall discuss 
some of our experiences in physical medicine and 
rehabilitation in the care of the aphasic patient. In 
the framework of the similarities between speech 
and other musculoskeletal functions, I have been 
impressed with the bodily movement which an 
expressive aphasic patient will employ. This will 
include gyrations of his head, arms, and legs in 
expressing the frustration that he presumably must 
feel in attempting to convey an idea to the listener. 
Because of this we have begun to study the possi- 
bility of a correlation that might exist between 
such aphasic speech disorders and motor function. 

We have recently studied 58 hemiplegic patients 
with aphasia. In this group, 37 (64%) showed no 
motor power in the hand of the involved upper 
extremity. In a comparable group of 51 hemiplegics 
who showed no gross evidence of aphasia, only 14 
(27%) showed no motor power in the hand. On the 
basis of this small series of cases, there would ap- 
pear to be some correlation between the phenome- 
non of aphasia and complete loss of hand motor 
function. 

Furthermore, we have also observed that many 
aphasic patients who are permitted to get out of 
bed and taught to stand and to walk often seem 
to improve their ability to speak or communicate.* 
There would appear to be some relationship be- 
tween the improvement of musculoskeletal function 
and the improvement in speech function. We have 
also observed that, when an aphasic patient is 
asked a question, he tends to respond with a motor 
act. Thus, the patient may be asked if he can walk 
and he will tend to carry out the motor act. This 
might be considered to be a misinterpretation on the 
part of the patient. If the patient is advised not to 
walk and the question is again posed, the motor 
activity is often repeated. This may represent per- 
severation, but it signifies to me that a language 
experience, even when inappropriate, exhibits 
motor activity. 
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These observations which relate musculoskeletal 
function to speech function have led us empiri- 
cally to the conclusion that motor experience is 
important for language experience. The motor act 
of walking or dressing may either facilitate speech 
or enhance the learning process that is involved in 
the complex signal or symbol system of verbal 
communication. Thus, therapeutic activity other 
than speech therapy may become a language experi- 
ence. It is, therefore, we believe, important that 
the patient perform muscular activities which will 
reinforce his language function. In our department's 
treatment program, speech therapy is not neces- 
sarily restricted to the formal therapeutic session 
provided by a speech therapist. Rather, it is felt 
that all who provide care for the patient and who 
have developed a rapport with him also provide 
a form of speech therapy. We believe, therefore, 
that the physical and occupational therapists, in 
helping the patient improve his musculoskeletal 
function, are helping him to improve his ability for 
communication. We have instituted joint therapy 
sessions with speech and occupational therapy. In 
this program, motor activity is used to enhance 
speech therapy. Speech therapy should not be an 
activity that is conducted for one-half hour once, 
twice, or three times a week. It should, on the 
other hand, be an activity that is carried on daily, 
many hours each day, by the speech therapist, the 
physician, the physical therapist, the occupational 
therapist, the social worker, the nurse, and, perhaps 
most importantly, by the family itself. 


Conclusions 


I have attempted to view speech as a motor ac- 
tivity and to correlate the speech function with 
other musculoskeletal functions. In this framework, 
I believe that motor experience is important for 
language experience. Because speech therapy is so 
intimately linked with other therapy, it is important 
that the physician, with the assistance of the speech 
therapist, assume the responsibility for guiding the 
patient and his family relative to his speech dis- 
order. Speech therapy should be provided not only 
during formal sessions but in all contact that the 
aphasic patient has with other human beings. 

Finally, it is important that criteria should be 
developed in order to measure increments in the 
retraining of aphasic patients. Such measurements 
or tools will be more complicated than those for 
other musculoskeletal functions, because speech is 
dependent on many factors, namely, the biological 
apparatus as well as psychological, social, and en- 
vironmental experiences. Thus, the development of 
effective measuring rods will probably require the 
cooperation of many disciplines, including neu- 
rology, speech therapy, psychology, sociology, and 
physical medicine and rehabilitation, among others. 
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In presenting these empirical concepts, one must 
understand the nature of empiricism. When em- 
pirical data become abundant to teachers and lead- 
ers of a field, it is necessary to abstract principles 
and concepts out of these data. I am hopeful that 
the field of physical medicine and rehabilitation 
may develop new approaches in the evaluation and 
management of the aphasic patient. 


1 E. 105th St. (29). 
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MASSIVE RESECTION FOR ILEITIS 
TWELVE-YEAR FOLLOW-UP OF TWO PATIENTS 
Mandel Weinstein, M.D., Morton Roberts, M.D. 


Brian Reynolds, M.D., Jackson Heights, N. Y. 


Many articles have appeared lately describing 
the successful removal of large segments of intes- 
tine for the complications of ileitis. Apparently 
nature's efforts to attain nutritional balance have 
been so effective that many of these patients have 
been able to enjoy comfortable and useful lives. 
These gratifying operative results have been made 
possible because of present-day advances in surgi- 
cal technique, chemotherapy, studies of fluid bal- 
ance, and a better understanding of intestinal 
physiology. The purpose of the present report is to 
render a 12-year follow-up study of two patients 
who required such extensive intestinal resections 
that as little as 18 in. of jejunum and small portions 
of the transverse colon and descending colon re- 
mained. At the time when both operations were 
performed (1947) and a preliminary report ’ made, a 
search of the literature revealed that no other pa- 
tients with ileitis had had as much intestine re- 
sected. 

However, the surgery for regional ileitis presents 
a more difficult problem than that of gangrene and 
extensive trauma to the intestines. In ileitis, the 
disease involving the intestine may be more exten- 
sive than appears evident at the time of operation. 
The typical patient with regional ileitis coming to 
surgery may be described as having a nonspecific, 
low-grade, inflammatory granulomatous disease of 


Surgical treatment of disease of the ileum 
sometimes involves removal of adjacent seg- 
ments of jejunum and colon so extensive as 
to jeopardize the patient’s postoperative nu- 
tritional balance. In the cases here reported 
two patients were studied 12 years after 
unusually extensive intestinal resections. One 
weighs 158 Ib. (71.7 kg.) and is working full 
time although he lacks parts of the sigmoid 
and descending colon, the right half of the 
transverse colon, all of the ascending colon 
with cecum, all of the ileum, and all but 
about 60 cm. of the jejunum. The other re- 
tains about 45 cm. of jejunum and lacks the 
ileum, ascending colon with cecum, and half 
of the transverse colon; he weighs 142 tb. 
(64.4 kg.) and works as a truck driver. Both 
men compensate for poor water-absorption 
by a large daily intake of beverages and 
liquid foods, but they tolerate carbohydrates, 
proteins, and fats equally well. Their dietary 
habits and nutritional status show that they 
have made good adjustments to their handi- 
cap. 
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the small intestine, characterized clinically by the 
formation of an abdominal mass. Diarrhea, fever, 
and enteric fistulas are present. Contributing to the 
large size of the mass is the extension of the in- 
flammation into the mesentery where edema and 
enlarged lymph glands are found. Not only do the 
inflammatory changes in the thickened and en- 
larged intestinal loops interfere with absorption in 
these involved areas but the disease has an irritat- 
ing effect on the entire gastrointestinal tract, pro- 
ducing hypermotility of the intestines. 

The end-results of massive resection are so vari- 
able that one cannot often predict which patients 
will obtain a good result or which will emerge from 
the operation showing extreme nutritional insuff- 
ciency. Not overlooking the fact that the length of 
intestine remaining is an important factor in deter- 
mining the postoperative well-being of the patient, 
one is occasionally pleasantly surprised at the early 
and complete recoveries after some very radical 
operations. Fortunately, nature's compensatory 
mechanisms, plus the application of our increasing 
knowledge of nutritional requirements, have made 
these surgical successes possible. 


Report of Cases 


Case 1.—A 47-year-old man was admitted to the | 


Boulevard Hospital on Feb. 2, 1947, with the his- 
tory that in 1941 he had had a short-circuiting oper- 
ation performed for regional ileitis; in 1943 periodic 
attacks of pain in the right lower quadrant devel- 
oped, and he was admitted to a New York hospital 
where a second ileosigmoidostomy was performed. 
On Feb. 26, 24 days after admission, an ileostomy 
was performed for intestinal obstruction. Because 
of the poor condition of the patient, a mushroom 
catheter was inserted into a large distended loop of 
small intestine and a stab wound provided for its 
emergence in the right lower quadrant of the 
abdomen. 

On March 20, 1947, another operation was per- 
formed. The operative procedure consisted of sec- 
tioning proximally through normal jejunum at a 
distance of 2 ft. from the duodenojejunal junction 
and removing the rest of the jejunum, the ileum, 
cecum, ascending colon, and hepatic flexure. A 
generous portion of thickened mesentery was re- 
moved with all excised intestine, and a lateral 
anastomosis was made between the remnant of 
jejunum and transverse colon. The area of the de- 
scending colon that was involved in the ileosig- 
moidostomies was also excised, a resection that 
included 8 in. of the descending colon and upper 
part of the sigmoid colon. Because of the extreme 
distention and edema of the descending colon, ex- 
cision was performed according to the Rankin 
double-barreled colostomy technique. Postopera- 
tively, the patient’s condition immediately improved 
and he began consuming an enormous quantity of 
food. He manifested progress in every way, made 
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an uneventful recovery, and rapidly increased in 
weight. He resumed his previous job as a carpenter 
and was able to work eight hours a day. 

Twelve years after operation, in January, 1959, 
he weighed 158 lb. (71.7 kg.), more than before he 
became ill. His present occupation is that of a time- 
keeper, and even though he is 60 years old he is still 
able to perform a full day’s work. In addition, he 
does odd jobs as a carpenter on week-ends. The 
bowel movements are loose and number five to six 
per day. They are so regulated that he has two 
evacuations before going to work and three to four 
after returning home in the evening. Thus, the 
condition is of no great inconvenience to him. Of 
course there is great thirst, especially in the eve- 
ning, because of the water loss. He is strong and 
sleeps well throughout the night. He eats all foods 
except fruit juice, milk, cabbage, and spices. He 
even consumes three cans of beer every evening. 
He enjoys sweets, especially candy, and believes 
that this eradicates the occasional nausea he ex- 
periences in the afternoon. Meats of all kinds, even 
when fried, are eaten without any ill-effect. Fats 
do not upset his digestion, and bacon is a favorite 
food every day at breakfast time. The only medica- 
ment received is crude liver extract once every 
week hypodermically. 

Laboratory data are as follows: blood sugar level 
75 mg.%, blood urea level 14 mg.%, total cholesterol 
level 263 mg.%, cholesterol as esters 148 mg.%, 
total protein level 6.4 Gm.%, albumin-globulin 
ratio 4.0 to 2.3, carbon dioxide content 21.4 mEq. 
per liter, sodium level 137.6 mEq. per liter, potas- 
sium level 4.4 mEq. per liter, and chloride level 
116 mEq. per liter. The blood count is normal, with 
a hemoglobin level of 11.9 Gm.% and 4,010,000 red 
blood cells. The urinalysis is essentially negative. 
Roentgenograms demonstrate an enormous dilata- 
tion of the remaining 2 ft. of jejunum, a compensat- 
ing mechanism for the missing section. 

Comment.—This patient is in unusually good 
health in spite of being left with only the duodenum 
and 2 ft. of jejunum (fig. 1). The cecum, ascending 
colon, right half of the transverse colon and the 
upper part of the sigmoid colon, and lower part of 
the descending colon are also missing. The portion 
of descending colon found diseased at operation was 
the result of an extension of the disease across an 
ileosigmoidostomy shunt. After 12 years, this case 
represents a complete ileitis cure since, apparently, 
all the diseased tissue has been eradicated. Func- 
tionally, the patient has an excellent result, consid- 
ering the small amount of intestine that has been 
left to carry on nutrition. At first only carbohydrates 
were well tolerated, but later proteins and fats 
began to occupy a normal place in his diet. With 
the exception of a low blood sugar level finding, all 
laboratory tests show normal results. 
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Cast 2.—A 20-year-old man had been ill with 
symptoms of ileitis since he was 14 years of age. 
Within the past three years he had had three ab- 
dominal operations for this condition, but with no 
relief. On admission he weighed 117 Ib. (53.1 kg.), a 
loss of 13 lb. (5.9 kg.) from his usual weight. 

On Aug. 25, 1947, a massive intestinal resection 
was done, at which time there was removed a large 
abdominal mass consisting of inflammatory intestine 
and mesentery. Except for 1.5 ft. of proximal 
jejunum, all of the small intestine and ascending 
colon were diseased and therefore removed up to 
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About three years after operation, he began pass- 
ing six to seven loose bloody stools a day. Sig- 
moidoscopic and roentgenographic examinations re- 
vealed ulcerative colitis in the remaining part of the 
large intestine. He improved under therapy consist- 
ing of antibiotics, iron, liver extract, and cortisone. 

In October, 1957, he was readmitted to the hos- 
pital with rectal abscesses and severe debility. At 
operation the rectum was dilated for severe stenosis 
from scarring. Because of a low hemoglobin level, 
4 pt. (1,893 cc.) of blood was given. He improved 
rapidly within a period of two months. 


Desc. 
colon 
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the middle of the transverse colon. A lateral anasto- 
mosis was made between the short jejunal remnant 
and the transverse colon. Postoperatively he did 
unusually well and was discharged from the hos- 
pital in 12 days. Two months after the operation he 
seemed to enjoy good health, was emploved full 
time, and complained only of a few loose stools 
daily. His blood chemistry and blood count were 
essentially normal, and his roentgenograms already 
revealed a compensatory dilatation of the jejunal 
remnant. 


At the time of writing, 12 years after his massive 
intestinal resection, he feels that he is enjoying 
good health and works 8 to 10 hours a day, part of 
which time he drives a truck. His weight is at its 
optimum, 142 Ib. (64.4 kg.), whereas, before oper- 
ation, it was only 111 lb. (50.3 kg.). The stools are 
loose and number five to six a day. This creates 
great thirst, and he drinks tremendous amounts of 
fluids during the day. The only troublesome symp- 
tom is the distress from gaseous distention, at which 
time he notices his abdomen expand. Relief is 
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afforded by the passing of large quantities of gas. 
His appetite is excellent, and he eats almost every- 
thing that the rest of the family enjoys except fresh 
fruit and raw milk. He particularly likes sweets, and 
sugar is a distinct “pick-up” for him. Meat of all 
kinds forms a large part of his diet; even fatty 
foods such as pork seem readily digestible. The 
only therapy is vitamin B,2 and liver extract every 
one or two weeks. Gelusil tablets (containing 7.5 
grains [0.5 Gm.] of magnesium trisilicate and 4 
grains [0.25 Gm.] of a specially prepared non- 
reactive aluminum hydroxide gel) give him much 
relief from the gas. 


Laboratory data are as follows: Blood sugar level 
72 mg.%, blood urea level 13 mg.%, total choles- 
terol level 248 mg.%, cholesterol as esters 143 
mg.%, total protein level 6.1 Gm.%, albumin- 
globulin ratio 3.5 to 2.6, carbon dioxide content 
24.5 mEq. per liter, sodium level 132.4 mEq. per 
liter, potassium level 4.0 mEq. per liter, and 
chloride level 116.0 mEq. per liter. Recent roent- 
genographic studies reveal a widened duodenum 
and jejunal remnant. The colon, especially the 
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transverse colon, shows the presence of colitis in 
an inactive state. A recent blood count showed a 
hemoglobin level of 7.1 Gm.% and 8,700 leukocytes 
per cubic millimeter. However, in spite of no symp- 
toms from this low hemoglobin level, he was given 
a transfusion of 1,000 cc. of blood. 
Comment.—This patient was stricken at the age 
of 14 years with ileitis which involved the small 
intestine and ascending colon. A massive resection 
removed all of the small intestine, leaving behind 
only 1.5 ft. of jejenum (fig. 2). The ascending colon, 
up to the middle of the transverse colon, was in- 


cluded in the resected specimen. Three years after 
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the operation an attack of ulcerative colitis set in 
involving the remaining part of the colon down to 
the anus. The question of involvement of the colon 
in regional enteritis appears to be controversial, but 
regional enteritis and ulcerative colitis may co- 
exist.'“ However, at the time of writing the disease 
is quiescent except for the fact that it has been 
resulting in lowering of the hemoglobin level. In- 
testinal compensability is remarkably good in that 
the patient eats all foods, even fat, without distress. 
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Pathological Physiology 


In considering the causes of nutritional failure 
after the removal of large segments of intestine, 
obviously the loss of absorptive area must be given 
first place. But after operation the absorptive sur- 
face of the remaining intestine is greatly increased 
by a compensatory hypertrophy ia the duodenum 
and the remaining jejunum. In some instances, this 
increase in the absorptive area of the small intes- 
tine has been estimated to reach 400%.’ Histologi- 
cally, the villi are more numerous in the duodenum 
and jejunum and the absorption rate is therefore 
greatest in these regions. The effect of this can be 
realized when one considers that the surface area of 
the intestine, averaging 0.5 sq. m., is increased by 
means of these villous projections to almost 10 m. 
Some state that the establishment of compensation 
is also aided by an increase in gastric secretion and 
that the gastric digestion rate is slowed to two 
hours or longer. 

Undoubtedly the large intestine also plays an 
important role in compensation and as little as 
possible should be sacrificed at the time of re- 
section. The ascending colon in particular should 
be retained, since its absorbing surface may help to 
counteract the most distressing symptom after oper- 
ation, intractable diarrhea. Its action is also that of 
a reservoir, and by sufficient absorption of water 
and electrolytes the presence of the ascending colon 
can alter the consistency of the stools. Thus, it 
gradually acquires the ability to accommodate enor- 
mous stool masses and to extrude only once a day 
amounts up to one gallon at a time. Lillehei and 
Wangensteen * believe that water absorption takes 
place particularly in the terminal 30 to 40 cm. of 
ileum and is aided by the presence of the ileocecal 
valve. They feel that one can remove the colon itself 
without the patient’s being troubled by too many 
stools, an argument they have advanced for encour- 
aging complete colectomy in patients with cancer 
and polyps of the colon. 

From a physiological standpoint, the small intes- 
tine is far more important for the absorption than 
the digestion of food.* The jejunum absorbs more 
fluid and sugars while the ileum absorbs the major 
portion of the digested proteins and fats. However, 
a resection of the upper half of the small intestine 
has no different end-results than resection of the 
lower half. These observations in patients who lost 
large segments of intestine at operation have 
changed many of our traditional ideas concerning 
intestinal physiology. One is impressed with the 
speed and thoroughness with which digestion takes 
place in the stomach, duodenum, and the proximal 
part of the jejunum, leaving very little digestion for 
the rest of the alimentary tract. No significant ab- 
, sorption of food occurs in the colon, although some 
contend that the colon contributes to the absorption 
of carbohydrates and proteins but not fat.* 
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Soon after massive resection, nutritional balance 
studies ° carried out on human beings are in com- 
plete agreement in showing that the utilization of 
carbohydrates remains normal, the absorption of 
proteins is decreased moderately, and the absorp- 
tion of fats is impaired severely. Although quanti- 
tative studies of the stool in cases of resection for 
ileitis show that carbohydrates are absorbed 100%, 
Althausen * has indicated that there may be some 
doubt regarding the accuracy of this procedure 
because of bacterial fermentation within the colon. 
Here fermentative bacteria may attack the un- 
absorbed carbohydrate, producing gas and organic 
acids; the extruded feces are then freed of carbo- 
hydrate. This may lead to a wrong conclusion 
concerning carbohydrate absorption. 

Protein metabolism studies have uniformly shown 
that nitrogen balance can be maintained even 
though the length of remaining intestine is short. 
However, where nutritional failure occurs, espe- 
cially soon after operation, protein metabolism is 
impaired. The result is a reduction of the plasma 
proteins, particularly the albumin fraction, and 
peripheral edema occurs. Since anorexia is often 
present, the hypoproteinemia may also be the result 
of a low caloric intake. 

Fat is the food constituent most difficult to ab- 
sorb according to all studies of metabolism. Al- 
though the bulky, rancid stools of steatorrhea are 
not commonly seen, these patients have diarrhea 
with a great loss of dietary fat in the stools. The 
result is deficient caloric content with its secondary 
effects on protein metabolism, calcium deficiency, 
and fat-soluble avitaminosis. The loss of calcium 
may result in hypocalcemia and occasionally in 
tetany. In some instances deficiencies in water- 
soluble vitamins B and C develop. 

Even in patients with severe symptoms, all lab- 
oratory findings may be normal and render no clue 
as to the severe state of malabsorption present. In 
recent years, the literature has been replete with 
information concerning such contradictory findings. 
Trafford * has published a three and one-half year 
postoperative study of two patients with ileitis in 
whom all laboratory tests were persistently normal. 

The adaptation of patients to the loss of large seg- 
ments of intestine seems to improve greatly as the 
period of convalescence increases. As observed in 
both of our patients, whose conditions have been fol- 
lowed for a period of 12 years, fat and protein are 
now absorbed as readily as carbohydrates. Evi- 
dently intestinal compensation for nutrition is pro- 
gressive, as manifested by both patients’ being able 
to eat heartily of meats and fats. But the malabsorp- 
tion of water remains almost unchanged and pa- 
tients strive for comfort from the disturbing diar- 
rhea by regulating their water intake according to 
their daily activity. Both follow the same habit 
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acquired over the years, namely, emptying their 
colon of loose stools on arising and after returning 
from work. 
Comment 

A review of the literature for patients with ileitis 
does not reveal any follow-up study similar to this 
one that has been made for a period of at least 12 
years. The most striking change in both of our 
patients has been a progressive adjustment toward 
being able to eat almost everything in a normal diet 
without any ill-effects. While immediately after 
operation they could digest and absorb only carbo- 
hydrates well, later their intestinal tracts became 
equally well adjusted to proteins and fats. The only 
postoperative symptom that has failed to improve 
has been the ability to absorb water. Even though 
the resulting diarrhea has not abated to any great 
extent, both patients have been able to regulate 
the time of evacuation of watery stools so that there 
has been little interference with their daily routine. 
All laboratory tests have been consistently negative 
with only one exception; the blood sugar findings in 
both patients have always remained at a low nor- 
mal limit, 72 and 75 mg.%. Perhaps this is why they 
enjoy eating carbohydrate foods often and even 
feel that sugar in any form relieves their asthenia. 
The second patient, who also has colitis complica- 
tions, occasionally shows a lowered hemoglobin 
level, a condition particularly evident when he suf- 
fered from perirectal abscesses. 

In a general way, even though large amounts of 
important tissues are removed, the human body in 
many instances has the ability to adjust itself to 
altered conditions and to continue functioning effi- 
ciently. The first reason is that a great part of the 
tissue excised may be considered reserve tissue; not 
only do we possess a basic amount to carry on all 
the vital processes of our daily lives but an addi- 
tional amount is present at all times. This can be 
readily seen in the field of chest surgery where, 
after pneumonectomy, the patient is suddenly de- 
prived of more than half of his lung parenchyma 
and can still lead a fairly comfortable life. On the 
other hand, sufficient vital capacity is not available 
for those unusual physical demands such as run- 
ning, jumping, and extensive pulmonary infections. 
The intestinal tract is similar in all these respects, 
and the successful recovery of the patient depends 
in great part on whether this basic minimum of 
functioning tissue is left behind. 

Second, in considering intestinal equilibrium after 
resection, one must also bear in mind the nature of 
most tissues to undergo hypertrophy and _ hyper- 
plasia. These compensatory changes are well known 
and result usually when tissues are subjected to 
additional demands. But such changes are possible 
only if the tissues are in a healthy state. Therefore, 
the need for removing all the pathological tissue at 
operation is obvious if the remaining parenchyma 
is to compensate unhampered. 
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Third, the associated structures of the intestinal 
tract, such as the liver and pancreas, are also in- 
volved in reestablishing intestinal absorption and 
digestion. The circulatory system and all the organs 
engaged in maintaining electrolyte balance are only 
a few of the other regulatory mechanisms called on 
for help. What other biophysical alterations may 
contribute to this remarkable compensatory state 
are as yet unknown. 


Summary and Conclusions 


Intestinal resection is an effective and relatively 
safe procedure today for the complications of ileitis, 
namely, obstruction, fistulas, and abscesses. Nutri- 
tional compensation is established early if no recur- 
rence occurs or if no disease is left behind. Com- 
pensatory mechanisms are effected by dilatation of 
the duodenum and jejunal segment, hypertrophic 
changes in the intestinal villi, and a lessened need 
for a high caloric intake due to anorexia and weight 
loss. 

Soon after the operation carbohydrates are well 
tolerated, protein only moderately, and fats not at 
all. Later on in the convalescent period all three are 
absorbed equally well. However, inadequate water 
absorption remains unchanged. A 12-year follow-up 
study of two patients, who at the time of their sur- 
gical operations had more intestinal tract resected 
for ileitis than any other patients up to that time, 
showed that, after extensive resection for ileitis, 
nature's generous supply of reserve tissue and great 
powers of adaptation and compensation make good 
health possible. 


75-17 41st Ave. (73) (Dr. Weinstein). 
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NEW TREATMENT FOR ULCERATIVE COLITIS 


REPORT OF A FULMINATING CASE 


Louis W. Granirer, M.D., Jamaica, N. Y. 


The term acute fulminating or toxic ulcerative 
colitis refers to the disease in a desperately ill pa- 
tient and is an episode of marked severity and 
intensity, associated with high temperatures and 
significantly elevated pulse rates over a period of 
several days.’ It is fortunately uncommon, represent- 
ing about 5% of all cases of ulcerative colitis, but it 
carries with it an extremely high mortality, irrespec- 
tive of whether medical or surgical treatment is 
instituted. Crile and Thomas’ found that 36% of 
patients with this stage of the disease died during 
the first hospital admission, regardless of the type of 
therapy used. Furthermore, of the patients followed 
up after their hospital discharge, an additional 32% 
died, giving a total mortality of 68%. 

A favorable response previously recorded to 
therapy with gold salts, phenylbutazone (Butazoli- 
din), and vitamin B,. in ulcerative colitis with 
arthritis was a valid reason for a therapeutic trial 
in a patient with acute fulminating ulcerative 
colitis.” 

Report of a Case 

A 32-year-old woman was first seen in January, 
1959. The patient related that after the termination 
of a pregnancy two years ago she had been suffering 
from recurrent attacks of colitis, characterized by 
profuse unrelenting diarrhea, rectal discharges of 
mucus, pus, and blood, together with crampy ab- 
dominal pain, tenesmus, chills, and fever. Stool 
examinations, proctoscopy, and x-ray studies at an- 
other hospital confirmed the diagnosis of ulcerative 
colitis. Treatment included a bland diet and ad- 
ministration of sedatives, antispasmodics, opiates, 
salicylazosulfapyridine (Azulfidine), antibiotics, 
and ACTH in doses of 60 to 100 units daily. After 
31 days the patient was discharged from the hos- 
pital with some decrease in the symptoms. She was 
switched from therapy with corticotropin to that 
with corticosteroids but did not respond to hydro- 
cortisone, prednisone, prednisolone, methylpredni- 
solone, triamcinolone, or dexamethasone (Decadron). 
The blood count remained low. She was advised to 
seek psychotherapy. Ten days before admission she 
had a recurrence of diarrhea, cramping abdominal 
pain, temperatures to 102 F (38.9 C), and had lost 
20 Ib. (9.1 kg.). She also developed a persistent 
stomatitis and remained bedridden at home. 

Physical examination on admission revealed the 
signs and symptoms of an acute fulminating ulcera- 
tive colitis. The eyeballs were sunken, the skin was 
dry, the pulse rate was 150 per minute, blood pres- 
sure 90/60 mm. Hg, and the temperature 104 F 
(40.0 C). She was dyspneic and extremely pale and 
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After a short course of therapy with ACTH 
in small doses, combined treatment with gold 
salts, phenylbutazone, and vitamin B,, ef- 
fected a dramatic recovery within one week. 
During the next two months the patient re- 
mained asymptomatic and was able to return 
to a virtually normal diet, including fried 
foods, green vegetables, and fresh fruits. 
Roentgenograms of the colon three months 
after treatment showed marked improvement, 
with no evidence of marginal ulcerations. The 
combined treatment may be administered 
continuously for long periods without ill- 
effects. The corticotropic hormone facilitated 
the control or bridged the initial severe phase. 


appeared to be in shock. She was disoriented as to 
time and place. There was generalized abdominal 
tenderness. Stools numbered 10 to 14 per day. 
Laboratory studies revealed a hemoglobin concen- 
tration of 5.2 Gm.%, erythrocyte count 2,100,000 per 
cubic millimeter, white blood cell count 18,000 per 
cubic millimeter, hematocrit 24%, erythrocyte sedi- 
mentation rate 60 mm. per hour (Westergen) 
plasma albumin level 2 Gm.%, globulin level 3.1 
Gm.%, blood ‘chloride level 240 mg.%, blood urea 
nitrogen level 35 mg.%, and blood sugar level 120 
mg.%. The feces were positive for occult blood. 
Bacteriological examinations of the stool did not 
show specific organisms and microscopic studies re- 
vealed only excessive mucus and pus. 

Blood typing was promptly done and saline solu- 
tion and blood were infused at a rapid rate. In spite 
of supportive therapy with corticosteroids, opiates, 
sedatives, blood transfusions, and antibiotics the 
patient’s condition remained critical (fig. 1). Exam- 
ination of the colon by means of a barium enema 
showed extensive ulcerative colitis (fig. 2). On the 
sixth day a slow intravenous drip of 20 units of 
ACTH in 500 cc. of isotonic sodium chloride solu- 
tion was started. She also received 5 mg. of gold 
sodium thiosulfate intravenously and 50 mcg. of 
vitamin B,. subcutaneously. The next morning she 
was mentally clear. On the seventh day 20 units of 
ACTH was administered intramuscularly every 12 
hours. Administration of phenylbutazone, 100 mg., 
was begun orally and continued as a daily dose. On 
the eighth and ninth days the ACTH dose was 10 
units twice a day. This was further reduced to 10 
units once a day on the 12th, 14th, 20th, and 27th 
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of gold salts, in a 5-mg. dose with 50 mcg. of vitamin 
Bi2, was maintained twice a week. 


daily. There was a dramatic improvement. The re- 


fever, toxemia, abdominal distention, and diarrhea. 
There was demonstrable healing of ulcerations in 
the mouth and in the colon, as noted in the procto- 
scopic examinations. The blood cell counts, sedi- 
mentation rate, and serum protein levels returned 
to normal, and the blood disappeared from the 
feces. The pulse rate dropped from 140 to 90 per 
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days and then completely discontinued. The dosage 


Within one week of treatment the number of 
bowel movements had decreased from nine to two 


sponse was characterized by the disappearance of 
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The roentgenogram of the colon obtained three 
months after treatment showed a marked improve- 
ment with no evidence of marginal ulcerations 
(fig. 3). The frequency of gold injections was re- 
duced to once a week, and the phenylbutazone dose 
was taken every other day. She had one to two 
normal bowel movements daily. At this time she 
stated that she felt well. She was completely reha- 
bilitated and had gained 30 Ib. (13.6 kg. ). 


Comment 


Experience with this form of therapy is encourag- 
ing. In this case therapy with ACTH was used in 
a dosage sufficient to control the toxemia and the 
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Fig. 1.—Chart of patient with toxemia, showing response to treatment. 


minute. The total quantity of ACTH administered 
was relatively small (140 units), and the cessation 
of ACTH therapy caused no ill-effects. 

During the next two months the patient remained 
asymptomatic, receiving a daily oral dose of 100 mg. 
of phenylbutazone and 5 mg. of gold sodium thio- 
sulfate intravenously concomitant with vitamin By», 
50 mcg. subcutaneously, twice a week. She was 
averaging three normal bowel movements a day. 

At no time were there any dietary restrictions. 
She had a good appetite. Fat or fried foods, green 
vegetables, fresh fruits, nuts, fried potatoes, ice 
cream, tuna, ham, orange juice, cheese, steak, veal, 
or pizza pie did not induce diarrhea. Her menses 
became normal again. 


bleeding. The ACTH therapy was discontinued 
after a total dose of 140 units over 21 days, and this 
was considerably less than the amounts reported in 
the literature. 

In an extensive review by Elliot and co-workers * 
of 33 patients with ulcerative colitis treated in hos- 
pital the dosage of ACTH was 100 to 120 units daily, 
gradually reduced to a daily maintenance dose of 
20 to 40 units, and the total dosage amounted from 
900 to 2,500 units. The late results of this therapy 
in six acutely ill patients with severe colonic damage 
were not striking, since an ileostomy had to be per- 
formed in three patients, ileostomy and colectomy 
in one, and chronic invalidism resulted from treat- 
ment in another. 
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In this case the corticotropic hormone facilitated 


the control or bridged the severe phase until the 
phenylbutazone and gold salts with vitamin By2 
therapy corrected the disease process. From previ- 
ous experience this usually requires from 4 to 12 
weeks. There is little doubt that this therapy saved 
the colon and perhaps the life of this young woman. 


Fig. 2.—Roentgenogram taken on admission, showing ex- 


tensive ulcerative colitis. Mucosal ulcerations are demeti< 


strated throughout. 


The association of ulcerative colitis with stomati- 
tis, although not common, is of interest here. It 
usually denotes a severe ulcerative colitis.” This 
patient had a persistent stomatitis with ulcers on 
the tongue, alveolar margins, and mucosa. The 
ulcers were shallow and showed a yellow sloughy 
base. Some of the ulcers extended into the pharynx. 
The patient observed that the appearance of the 
stomatitis always preceded an episode of severe 
rectal bleeding. With therapy the ulcers healed and 
did not recur. She stated that this treatment seemed 
more helpful than any other form of therapy. The 
mechanism of the healing, as demonstrated in the 
stomatitis as well as in the colitis, remained non- 
specific and may have been related to the sharp 
increase in protein values in the blood serum at this 
time.° 

The treatment of ulcerative colitis is largely 
symptomatic and prolonged.’ Patients with this dis- 
ease are notoriously vulnerable, and recurrences 
are precipitated by physical fatigue, emotional ten- 
sion, infection, operation, cathartics, antibiotics, 
menses, and pregnancy. In severe ulcerative colitis 
the response to medical management is frequently 
inconsistent or unsatisfactory and many patients 
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become chronic invalids. Some authorities would 
place it among the collagen disorders.* Although it 
has been reported that arthritis is the most common 
complication of ulcerative colitis outside the intes- 
tinal tract, little has been written about it. The close 
relationship between the attacks of colitis and arth- 
ritis, and the improvement in the arthritis after 
colectomy, suggest an etiological relationship be- 
tween articular and intestinal lesions. 

From previous experience, it appears that therapy 
with phenylbutazone, gold salts, and vitamin By» is 
more effective than the usual therapeutic measures. 
These may be administered continuously for long 
periods without ill-effects and under proper super- 
vision appear to be useful adjuncts for the control 
of this disease. The response is gradual and usually 
requires 8 to 12 weeks. At no time need there be 
any dietary restrictions. Bowel habits become norm- 
al and the gain in weight varies from 10 to 30 lb. 
(4.5 to 13.6 kg.). ACTH therapy is not to be used 
except in toxic or fulminating ulcerative colitis and 
only for a short period. 

There is evidence that this treatment is also bene- 
ficial in patients with regional ileitis (Crohn's 
disease ).” 


Fig. 3.—Roentgenogram taken three months after treat- 
ment with gold salts, phenylbutazone (Butazolidin), and 
vitamin B,.. The haustral markings have assumed n 
configuration and there is no evidence of ulceration. 


Summary and Conclusions 


A patient with fulminating ulcerative colitis was 
treated with a short course of ACTH, gold salts, 
phenylbutazone (Butazolidin), and vitamin By». 
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There was a dramatic effect on the course of the 
disease. Roentgenographic as well as clinical evi- 
dence demonstrated the beneficial effects of this 
form of therapy. Similar experience has been re- 
corded in several patients with ulcerative colitis and 
arthritis. There were no dietary restrictions. In the 
patient whose case is reported here the colitis was 
completely controlled, permitting her to return to a 
self-sufficient and useful life. 


90-36 149th St. (35). 


The phenylbutazone used in this study was supplied as 
Butazolidin by Geigy Pharmaceuticals, Division of Geigy 
Chemical Corporation, Ardsley, N. Y. 
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EMERGENCY CARE OF EXTRADURAL HEMATOMA 
Thomas V. Craig, M.D. 


William E. Hunt, M.D., Columbus, Ohio 


The extradural hematoma is generally felt to be 
the province of the neurosurgeon. It is not thought 
to be manageable in community hospitals even 
though it is often rapidly fatal when there is no 
emergency decompression of the cranial vault. It is 
therefore unrealistic to attempt to transfer such a 
patient to a neurosurgical center or to delay opera- 
tion while a neurosurgeon is being summoned. 

The mortality due to extradural hematoma is 
50% in our hospital and in most clinics in the 
United States. This mortality has remained un- 
changed in spite of the striking improvement in 
mortality and morbidity of other craniocerebral 
injuries over the past three decades.’ We believe 
that delay in treatment of extradural hematoma is 
responsible for the continuing high mortality. It 
would seem then that the responsibility for early 
recognition and palliative surgery in the smaller 
hospital must be placed on the general surgeon who 
is available.’ 

In this paper, we intend to reiterate the sympto- 
matology and the emergency methods of attaining 
intracranial decompression prior to transportation 
for definite treatment to a neurosurgical facility. 


Anatomy and Physiology 


Extradural hematomas form between the dura 
and the skull. The bleeding source usually is a 
branch of the middle meningeal artery. This artery 


From the Department of Surgery, Neurosurgery Division, Ohio State 
University Medical Center, 


The patient with head injuries leading to 
extradural hematoma is most likely to pass 
through three stages: unconsciousness, a 
lucid interval, and recurrence of unconscious- 
ness, with rapid deterioration. The relapse 
into unconsciousness denotes fulminating 
extradural hematoma and demands immedi- 
ate action; the patient in this stage can no 
more tolerate delay than can a patient with 
respiratory obstruction. He cannot be trans- 
ported long distances, and his hope lies in 
the general surgeon who first attends him. 
Usually, as in this case of a man injured in a 
motorcycle accident, the bleeding is from a 
branch of the middle meningeal artery. The 
operation here described provides an open- 
ing in the temporal bone to relieve intra- 
cranial presssure, allow blood to escape, and 
permit electrocoagulation of the bleeding 


point. 


arises in the neck from the internal maxillary artery 
and enters the cranium through the foramen 
spinosum, grooving the inner surface of the 
temporal bone (fig. 1). The main branch lies about 
one fingerbreadth anterior and superior to the ex- 
ternal auditory meatus. The artery usually has 
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been torn by a linear fracture which passes through 
the temporal bone and the meningeal artery 
grooves. This fracture may or may not be demon- 
strated by roentgenograms. Its presence in this area 
certainly should alert the physician to the possi- 
bility of a middle meningeal artery tear in an other- 
wise normal patient. Temporal muscle edema 
overlying the fracture is an almost constant clinical 
finding and one which should always be sought. 
The fracture, being the result of trauma, is most 
frequently associated with a brief period of un- 
consciousness which is not due to hemorrhage but 
to cerebral concussion. There is then a lucid period 
which represents the period of arterial bleeding and 
pressure build-up in the extradural space. Duration 
of the lucid interval depends, on the one hand, on 
the rate of recovery from the initial concussion and, 
on the other hand, on rapidity of development of 
cerebral compression from the accumulating extra- 
dural hematoma. If seen during the lucid interval, 
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compressing first the third cranial nerve and then 
the midbrain. This produces a paralysis of the 
opposite side of the body of the upper motor 
neuron type with hyperreflexia and an up-going 
toe sign. The third nerve paralysis is evidenced by 
an ipsilateral dilating pupil ultimately fixed to 
light and by possible paralysis of eye muscles. 
Further herniation of the uncus gyri against the 
midbrain compresses the vital centers, resulting in 
coma, decerebrate rigidity, stertorous breathing, and 
slowing of the pulse.* To recapitulate then, the 
classic history is divided into three stages: (1) 
unconsciousness due to concussion; (2) lucid period 
usually but not absolutely present; then symptoms 
of severe headache, drowsiness, nausea and vomit- 
ing, and the apprehension of impending disaster; 
and (3) recurrence of unconsciousness and rapid 
deterioration. This syndrome, when complete, will 
make its urgent nature apparent even to the casual 
observer. 


Fig. 1.—Diagram showing middle meningeal artery as usual source of bleeding in case of subdural hematoma. 


the patient will complain of severe headache on 
the side of the lesion. He also may be drowsy and 
nauseated and may vomit. The temporal muscle 
will be tense and swollen, but there may be no ob- 
jective neurological signs. These signs are not long 
in coming, however, for a few minutes may present 
the physician with a dramatic picture of an un- 
conscious patient with a dilated pupil fixed to light 
on the involved side and with contralateral hemi- 
plegia progressing to decerebrate rigidity. This re- 
currence of unconsciousness is the terminal stage. 
Without immediate decompression, irreversible 
changes occur in the brain and death ensues. 

How are the neurological signs produced? Pres- 
sure from the enlarging hematoma displaces the 
cerebral hemispheres and the midbrain. The uncus 
gyri on the medial surface of the temporal lobe is 
forced into the incisura of the tentorium cerebelli, 


Report of a Case 


A 22-year-old man was admitted to our emer- 
gency room in coma. The history acc¢ ying the 
patient was as follows: The patient had been ren- 
dered unconscious in a motorcycle accident but had 
begun to revive when first seen in an outlying 
hospital shortly thereafter. He tossed and groaned 
for about 40 minutes but did not respond to verbal 
stimuli. While he was being examined by the physi- 
cian his right pupil became dilated and fixed to light 
and he became totally unresponsive. He was then 
transported to our hospital, arriving four hours 
after his injury, with a tentative diagnosis of extra- 
dural hematoma. 

On examination, the patient was unresponsive to 
verbal stimuli and responded only slightly to pain 


- with movement of the right upper and lower ex- 
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tremities. There was bleeding from the nose and 
both ears. The right temporalis muscle was swollen. 
The right pupil was 4 mm. in diameter and the 
left pupil 3 mm. in diameter, and both were fixed to 
light. There was hyperreflexia of the left upper and 
lower extremities but no response to plantar stimu- 
lation. Roentgenograms accompanying the patient 
showed linear fracture of the squamous portion of 
the right temporal bone. Immediately after admis- 
sion, a tracheostomy was done. Suction of the 
trachea yielded large amounts of bright and dark 
blood. The patient was then taken to the operating 
room. A bur hole was made in the right temporal 
bone, and an extradural clot of dark and bright red 
blood was found. The bur hole was enlarged by 
rongeurs, and the massive clot, consisting of 500 cc. 
of blood, was evacuated. The anterior branch of the 
middle meningeal artery was still bleeding and was 
coagulated. 

After operation the patient remained decerebrate. 
In spite of all supporative measures, his condition 
continued to deteriorate and he died 48 hours later. 
Postmortem studies showed a marked encephalo- 
malacia of the cerebral hemisphere underlying the 
site of the extradural clot. There were extensive 
confluent midbrain hemorrhages. 


Treatment 


The emergency treatment of a patient with classic 
signs of fulminating extradural hematoma must be 
carried out with all possible haste, since the diag- 
nosis is necessarily made in the terminal stage. No 
thought should be given to transporting this patient 
from a community hospital to a distant neurosurgi- 
cal facility without first decompressing the extra- 
dural space. Establishment of an adequate airway 
is of prime importance and can be achieved by 
endotracheal intubation or tracheostomy. No at- 
tempt should be made to demonstrate a skull 
fracture by x-ray picture, as this requires too much 
time and often fails. Linear fractures of the tem- 
poral bone and basilar portion of the middle fossa 
are notably difficult to visualize, and patients with 
such fractures are often quite restless and uncoop- 
erative. If the patient is comatose, there is certainly 
no time for such refinements. Blood loss at surgery 
may be considerable, so type and crossmatch 
should be determined at the beginning of the pro- 
cedure. Even local anesthesia may be unnecessary 
until decompression is accomplished, if the patient 
is deeply comatose. A headlight and suction are 
desirable but not essential. 


Operative Procedure 


After an appropriate area has been shaved, a 
6-cm. vertical scalp incision is made and carried 
through to the bone. Its lower end is placed at the 
root of the zygoma one fingerbreadth anterior to 
the external auditory canal (fig. 2). Self-retaining 
retractors are used to hold the scalp and temporalis 
muscle edges apart. A bur hole may then be placed 
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in the underlying temporal bone, or the bone may 
be opened with a gouge or chisel. Once the extra- 
dural space is opened, the hole can be enlarged 
with rongeurs in a radial fashion to a diameter of 
about 4 cm. If a clot is encountered, an attempt 
should be made to locate the bleeding point, which 
can be clamped, ligated, or electrocoagulated. If the 
bleeding point is deep in the middle fossa, the extra- 
dural space may be loosely packed, permitting some 
bleeding to the outside.* The scalp will bleed briskly 
when the self-retaining retractors are removed. 
They should be left in place unless Michel's clips 
are available for hemostasis. A loose dressing is 
applied over the wound, and the patient is readied 
for rapid transportation. It is imperative that a 
physician accompany the patient in an oxygen- 
equipped ambulance with blood or plasma on hand 
for use as indicated. This procedure, even in inex- 
perienced hands, is a brief one and will offer the 
patient his only opportunity for recovery. Post- 
operative care of the patient, even assuming the 
surgery to have been definitive, should be directed 


by a neurosurgeon. 


Fig. 2.—Sketch showing operative procedure in patient 
with subdural hematoma. 


Comment 


Standard surgical textbooks and manuals of gen- 
eral surgical and neurosurgical technique describe 
the treatment of extradural hematomas. They as- 
sume that it will be carried out by neurosurgically 
trained personnel. For the reasons presented above, 
this mode of treatment obviously is not applicable 
in outlying hospitals where neurosurgeons are not 
readily available. The patient with fulminating 
extradural hematoma can no more tolerate pro- 
longed delay in treatment than can a patient with 
respiratory obstruction. While a few patients will 
present a similar picture from fulminating acute 
subdural hematoma, these patients have massive 
underlying brain concussion, and there is extremely 
high mortality with or without operation. Other pa- 
tients with subdural or subcortical hematoma can 
be safely transported, since the deterioration of 
their conscious state will occur over hours or days.” 
We propose that a new attitude toward manage- 
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ment of the extradural hematoma be invoked. The 
diagnosis and emergency treatment have been out- 
lined. 


Summary 

The fulminating extradural hemorrhage classical- 
ly has three stages—concussion, recovery, and t 
relapse of unconsciousness with ipsilateral dilated 
fixed pupil, contralateral hemiplegia, and termi- 
nally decerebrate rigidity. The fulminating extra- 
dural hematoma is often rapidly fatal. The patient 
should not be transported long distances prior to 
intracranial decompression. The responsibility for 
early treatment lies with the general surgeon who 
first attends the patient. 

Treatment by intracranial decompression through 
an enlarged bur hole should be carried out with 
haste, since irreversible changes occur rapidly in 
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the midbrain. After intracranial decompression, the 
patient should be placed in the care of a neuro- 
surgeon and accompanied by the physician en route. 
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TREATMENT OF HYPSARHYTHMIA WITH ACTH 
Fred W. Stamps, M.D., Ema L. Gibbs, Ira M. Rosenthal, M.D. 
and 


Frederic A. Gibbs, M.D., Chicago 


In 1957 at the International Congress of Neuro- 
logical Sciences in Brussels, Sorel and Dusaucy- 
Bauloye * presented an exhibit showing that ACTH 
is highly effective for the treatment of hypsarhyth- 
mia and infantile spasms. In March, 1958, Sorel 
came to Chicago to attend a conference organized 
by the Brain Research Foundation to discuss this 
treatment and its implications.’ A full-length report 
by Sorel and Dusaucy-Bauloye has been published 
recently.” 

After seeing Sorel’s exhibit in Brussels, we began, 
in October, 1957, to treat patients with hypsarhyth- 
mia with ACTH. The present article is a report 
on the first 60 consecutive cases of hypsarhythmia 
in which this treatment was used. Low‘ has re- 
ported a similar study with comparable results. 
Infantile spasms with hypsarhythmia is a distinct 
entity.” The characteristic electroencephalographic 
findings are random slow waves and spike dis- 
charges of very high voltage *; these are present 
in both waking and sleeping states (fig. 1, 2, and 
3). The spike discharges vary from moment to 
moment in both duration and location. At times 
they appear to come from a single focus, and a few 
seconds later they seem to originate from multiple 
foci. Occasionally the spike activity becomes gener- 
alized, but a highly organized pattern like that of 
either petit mal variant or true petit mal does not 
occur. 


From the Department of Neurology and Neurological Surgery and 
the Department of Pediatrics, University of Illinois College of Medicine. 


Hypsarhythmia is a type of epilepsy which 
has, in the past, had an extremely poor prog- 
nosis. Eleven per cent of the patients died 
before the third year of life, and 87% of 
those who lived were feeble-minded. The 
present series of 60 children were treated 
with corticotropin for one year, with marked 
improvement in 36 and almost complete 
relief in 5 as judged by electroencepha- 
lographic criteria and subjective symptoms. 
The mode of action of the drug was not ex- 
plained, and its effectiveness in the individ- 
val case could not be predicted from a 
knowledge of the etiology. By contrast with 
the poor results obtained in the past, these 
recent results with corticotropin are encour- 
aging. 


The pattern of hypsarhythmia usually develops 
between the 3rd and the 12th month of life. How- 
ever, some of our patients were 1 day old, and one 
child developed spasms with hypsarhythmia at the 
age of 3 years. When the illness starts in the first 
few months of life severe mental and physical re- 
tardation usually results. Many of these children 
were unable to hold up their heads at 6 months 
of age, and many were unable to stand at the age 
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of 2 years. Several of the 6-year-old children could 
speak only indistinct single words. When hypsa- 
rhythmia develops after 12 months of age there may 
be a very rapid deterioration of the child’s intellec- 
tual and motor status. 

The spasms, which are the most usual clinical 
manifestations, are characterized by sudden jerk- 
ing or flexion of the body; often the eyes roll up, 
and there is an outward flinging of the arms and 
quivering of the entire body. The attacks are short, 
but not so short as myoclonic seizures. Some of the 
infants have tonic-clonic convulsions that are classi- 
fiable as grand mal. The spasms are most likely 
_ to occur as the child awakens, and they tend to re- 
peat, forming an interrupted series. Sometimes they 
are so numerous that several thousand spasms oc- 
cur in a day. 


[sow 


Fig. 1.—Electr phalog showing severe hypsarhyth- 
mia (waking and sleeping states indistinguishable), recorded 
on 742-month-old infant with frequent brief spasms of turn- 
ing the head, upward rolling of the eyes, and twitching of 
the arms, lasting for a few seconds. Onset at age of 3 
months; retarded motor development; child does not sit up 
and is unresponsive; etiology unknown. Time calibration 
shows one second. Voltage calibration indicates the deflec- 
tion for 50 uv. 


The prognosis for a child with infantile spasms 
was extremely poor before the introduction of treat- 
ment with ACTH.° Eleven per cent of the patients 
died before the third year of life, and 87% of those 
that lived were feeble-minded. Although the seiz- 
ures tend to subside by the fourth year of life even 
without treatment, retardation is permanent. 


Materials and Method 


An electroencephalogram was obtained on each 
child suspected of having hypsarhythmia, and the 
diagnosis was established before treatment with 
ACTH was begun. All recordings were made with 
the patient in both waking and sleeping states. The 
recordings were monopolar; interconnected ear 
lobes were used as a common reference, but this 
is unimportant because hypsarhythmia is a dis- 
order that can be seen as easily in bipolar as in 
monopolar recordings. 
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As soon as the electr phalographic diagnosis 
was established treatment with ACTH was begun. 
Infants were given (intramuscularly) 5 units of 
corticotropin gel (Purified Corticotropin-Gel Wil- 
son) daily for five days. This was increased to 10 
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Fig. 2.—Electr phalog of same child as in figure 1 
after 18 daily injections of 16 units of ACTH gel. Brief 
seizures are reduced in number and electroencephalogram is 
improved. 


units after 5 days and 15 units after 10 days. On 
the 15th day the electroencephalogram was re- 
peated. If there was clinical or electroencephalo- 
graphic evidence of improvement the dosage of 15 
units per day was maintained. If not, the dosage 
was increased gradually up to a maximum of 50 
units per day. In one case the electroencephalo- 


AWAKE ASLEEP 


L.0. 
R.0. 
Fig. 3.—Electr phalog of same patient 30 days 
later after total of 54 daily injections of 16 units of ACTH 
gel. Normal electroencephalogram; no seizures have oc- 
curred for 20 days; child is ab!e to sit up by himself and get 
up on his knees; he is responsive, alert, and apparently of 
normal intelligence. 


gram normalized with the patient in both waking 
and sleeping states after 20 injections; the infantile 
spasms stopped completely and there was marked 
mental and physical improvement during the en- 
suing month. In a few cases, in order to obtain 
maximum benefit it was necessary to give as many 
as 120 daily injections. 
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Results 


The table shows the number of patients whose 
electroencephalograms normalized and who became 
seizure-free. The number whose general clinical 
condition improved and the number unimproved 
are also shown. From these figures it will be seen 
that when the spike discharges disappear from the 
electroencephalogram the prognosis is good. In the 
five patients with complete normalization in both 
waking and sleeping states, all became seizure-free; 
three became completely normal clinically, two 
improved, none remained unimproved, and none 
showed relapse. 

Among the 31 patients with marked electroen- 
cephalographic improvement, 42% were seizure-free, 
40% were greatly improved, and only 18% were 
unimproved as far as seizures were concerned. The 
general improvement in motor performance and 
intellectual activity was similar to the improve- 
ment in the seizures; 10% became clinically normal 
and 50% were greatly improved. However, 30% 
showed relapse. 

Further confirmation of the prognostic value of 
the electroencephalogram appears when one con- 
siders the 24 patients who were unimproved elec- 
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maximally responsive group each of the following 
etiologies was responsible for one case: German 
measles, roseola, upper respiratory infection, and 
cerebral palsy; in one case there was no assignable 
cause. When hypsarhythmia occurs in a patient 
with cerebral palsy it is usually difficult to decide 
whether the hypsarhythmia is the result of a devel- 
opmental defect, anoxia at birth, or trauma. The 
situation is further complicated by the fact that 
babies with hypsarhythmia often become spastic 
after a number of years. The conclusion is not just- 
ified that spasticity indicates that the cerebral palsy 
is the cause of the hypsarhythmia. 

In the conference organized by the Brain Re- 
search Foundation,’ the question arose as to wheth- 
er chlorpromazine might increase the effectiveness 
of ACTH therapy. Sorel had used chlorpromazine 
in the patients he treated with ACTH, and the in- 
cidence of great clinical improvement and normali- 
zation of the electroencephalogram in his series of 
cases was somewhat higher than in ours in which 
no chlorpromazine was used. We placed seven 
patients who did not respond to ACTH alone on 
therapy with chlorpromazine and ACTH. One pa- 
tient became completely normal, three improved, 
and three patients remained unimproved. The ques- 


Relationship Between Electroencephalographic and Clinical Response to ACTH Treatment 


Seizures 


Motor Performance and Alertness 


No. of Eliminated Decreased Unchanged Normal Improved Unimproved Relapsed 

Cases EEG After Treatment ~<a, 

No. % No. % No. % No. % No. % No. % No. % 

5 Normal ‘ 5 100 0 0 0 0 3 60 2 40 0 0 0 0 

31 Improved 6 18 3 10 9 

24 Unimproved 0 0 1 4 28 . % 0 0 1 4 28 1 4 

tr halographically; none were seizure-free tion arose as to whether anticonvulsants might in- 


and 96% were unimproved as far as seizures were 
concerned. None became clinically normal, and 
96% were clinically unimproved. 

We have tried to analyze the etiology to deter- 
mine the most usual cause of hypsarhythmia and to 
see if we could establish any relationship between 
etiology and response to ACTH. Each of the com- 
mon infectious diseases of childhood was impli- 
cated in a few cases, but none seemed to be partic- 
ularly likely to produce hypsarhythmia. In 28 of our 
60 cases there was no history of illness just before 
the onset of spasms and the symptoms appeared 
suddenly without apparent cause. In 10 cases hyps- 
arhythmia developed after encephalitis. Various 
diseases were involved: chickenpox, measles, virus 
pneumonia, and German measles. In one case triple 
vaccine injections were held responsible, but the 
association may have been coincidental. There 
were single cases in which the disorder was second- 
ary to meningitis, otitis, and Mongolism respective- 
ly. Among the five cases in which ACTH normal- 
ized the electroencephalogram, made the patient 
seizure-free, and produced a general clinical im- 
provement, no relationship could be found between 
the etiology and the therapeutic response. In this 


crease the therapeutic effect of ACTH. One patient 
who returned to normal was not receiving anticon- 
vulsants. All others were on therapy with various 
combinations of diphenylhydantoin (Dilantin) so- 
dium, phenobarbital, trimethadione (Tridione), 
primidone (Mysoline), and methsuximide (Cel- 
ontin). A relationship between tranquilizers and 
anticonvulsants and the therapeutic effect of ACTH 
has not been established. The mode of action of 
ACTH in causing improvement in some cases of 
hypsarhythmia is not understood. It is also not clear 
why some patients fail to respond to this form of 
therapy. At the present time one cannot predict in 
which case of hypsarhythmia the patient will re- 
spond to ACTH. | 

About 15 of the total series of 60 patients were 
hospitalized, and their electrolyte balance and 
steroid levels were studied. These investigations 
will be reported in a subsequent paper. 


Summary and Conclusions 


Before the introduction by Sorel of ACTH for 
the treatment of hypsarhythmia, the prognosis for 
patients with this condition was extremely poor; 
85% became mentally retarded and 10% died. Elec- 
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graphic and clinical studies on 60 con- 
secutive patients with infantile spasms with hyps- 
arhythmia, some of whom have been followed 
up for over a year, indicate that ACTH therapy re- 
sults in a dramatic improvement in at least 30% 
of such cases. When a good response to ACTH is 
obtained, the electroencephalogram normalizes, a 
great clinical improvement occurs, the spasms 
cease, and further retardation is prevented. 


912 S. Wood St. (12) (Dr. Gibbs). 


The corticotropin gel used for this investigation was sup- 
plied as Purified Corticotropin-Gel Wilson by Wilson Lab- 
oratories, Chicago. 
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GASTRIC PERFORATION IN THE NEWBORN INFANT 
Leon C. Hamrick, M.D., Fairfield, Ala. 


Until recent years little had been written about 
perforation of the stomach in the newborn infant. 
This is not surprising, in view of the paucity of 
known cases. Vargas and others’ have credited 
Siebold with publishing the first report of this 
entity in 1825. During the next century fewer than 
10 cases were reported. However, within the past 
two decades more cases have been recognized and 
reported, bringing the total to 81. The over-all mor- 
tality in the cases reported is 81.5%. 


Etiology 


The cause of perforation in the initial cases was 
ascribed to peptic ulceration. In 1943 Herbut *? shed 
new light on the subject when he found the per- 
foration in a newborn infant to have resulted from 
a localized congenital defect in the musculature of 
the stomach. This finding has been confirmed by 
other observers.” Overwhelming septicemia with 
ulceration and necrosis of the stomach,’ gastric ul- 
ceration resulting from intracranial hemorrhage sus- 
tained at birth,* stress and anoxia with resultant 
gastromalacia,” ruptured diverticulum,’ distal ob- 
struction,’ intubation from tracheal suction or 


From the Department of Surgery, Lloyd Noland Hospital. 


Perforation of the stomach wall in the new- 
born infant was first described by Siebold in 
1825, and 81 cases have since been 
reported. Mortality is 81%. Peptic ulceration 
was initially considered the cause of perfora- 
tion, but congenital defects of the stomach 
wall and other etiological factors have now 
been defined. The first attempt to close such 
a perforation was in 1929, but survival after 
operation was not recorded until 1950. There 
should be little difficulty in making an early 
diagnosis and instituting proper treatment, 
if the possibility is kept in mind. Prompt 
identification and adequate supportive man- 
agement during the preoperative and post- 
operative periods should decrease mortality. 


gavage feeding,’ and abdominal trauma during de- 
livery * have been cited as etiological factors. Cases 
have been reported in which no cause for the per- 


foration could be found.’ 
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Diagnosis 


If one is aware of this condition, there should be 


little difficulty in making an early diagnosis and 
instituting proper treatment. In reviewing the clini- 
cal studies of cases reported, there is a striking 
resemblance in their histories. Although prematurity 
and congenital anomalies have been listed as asso- 
ciated findings,'® the infant is usually normal at 
birth. Oral feedings are at first tolerated; however, 
regurgitation may be present. Stools are normal but 
may contain blood if an acute ulcer is present. After 
doing well for from one to several days after birth 
the infant has a fairly sudden onset of lassitude, 
dyspnea, and abdominal distention. This is followed 
by paralytic ileus, dehydration, and shock. The tem- 
perature and blood count are not remarkable. Naso- 
gastric suction fails to relieve the distention, and 
fluids used for irrigation may not return. This should 
suggest that perforation has occurred.’ 

The diagnosis may be confirmed by a plain up- 
right roentgenogram of the abdomen, which will 
show the presence of free peritoneal air. The superi- 
ority of the upright over the horizontal position for 
roentgenography is emphasized by Pendergrass and 
Booth.'' The horizontal film may not show the 
pn peritoneum, therefore an upright film should 
always be made. 


Treatment 


In addition to supportive therapy with intrave- 
nously administered fluids and blood, vitamins, 
nasogastric suction, and antibiotics, surgical closure 
of the perforation must be done if these infants are 
to survive. Because of poor development of the 
omentum and the large size of the perforation 
which is usually present, walling off of the area does 
not readily occur spontaneously,’ making surgical 
intervention mandatory. 

The first attempt to repair a perforation of the 
stomach in a newborn infant was recorded by Stern 
and associates '* in 1929. The first survival after 
surgery was reported by Legar and co-workers '* in 
1950. During recent years other reports of successful 
closures have been published **; to date 15 survivals 
have been reported. 

Various incisions have been used to approach the 
stomach or upper part of the abdomen in the infant. 
We prefer a right transverse incision, which may be 
extended across the abdomen if further exposure is 
needed. On exposure of the site of perforation the 
edges may be seen to be necrotic and ragged. These 
shreds of tissue should be excised for microscopic 
study and to insure healthy tissue for closure. Griffin 
and Griffin * stated that at surgery one cannot dif- 
ferentiate clinically between a perforated ulcer and 
a congenital muscular defect, since in the newborn 
infant the perforation is through a normal or slightly 
thinned wall, and the typical perforated ulcer as it 
appears in adults is not present. 
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Many perforations occur near the cardia, and this 
area should be carefully searched. After closure of 
the obvious perforation the stomach should be filled 
with warm sterile saline solution to check the repair 
and to detect other perforations, as suggested by 
Vargas and co-workers.’ Obstruction of the intesti- 
nal tract must also be excluded before closing the 
abdomen, since this has been an associated finding 
in a significant number of cases."* 

I prefer a two-layer closure of the perforation. 
Drainage of the peritoneal cavity is optional, but it 
is unnecessary unless there is a localized abscess. 
The nasogastric tube may be removed within 48 
hours postoperatively and the infant started on 
small amounts of graduated feedings. 


Report of Cases 


Case 1.—On June 12, 1939, a 3-lb. (1,361-Gm.) 
female baby was delivered spontaneously after six 
hours of labor. The condition of mother and baby 
was reported to have been good at birth. The infant 
was placed in an incubator and a formula was 
ordered. Neither tracheal suction nor gavage feed- 
ing was recorded as having been performed. 

The infant died 41 hours after birth. Edema of the 
abdomen and signs of intra-abdominal fluid were 
described prior to death, but the time of these find- 
ings was not stated. At autopsy the abdomen con- 
tained a large amount of gas and fluid. Two circular 
perforations were found on the anterior superior 
aspect of the stomach, one of which measured 9 mm. 
and the other 3 mm. in diameter. The microscopic 
examination showed the region of the edges of the 
gastric perforations to be densely infiltrated with 
inflammatory cells, with normal muscle in the ad- 
jacent gastric wall. The pathologist registered no 
opinion as to the cause of these perforations. 

Case 2.—On Aug. 16, 1950, a 7-lb. (3,175-Gm.) 
female baby was delivered precipitously. The cry 
was instant and vigorous. Examination at birth re- 
vealed abdominal distention and dulness to per- 
cussion. A nasogastric tube was inserted with little 
yield. A tentative diagnosis of a large intra-abdomi- 
nal cyst was made. At 16 hours of life no meconium 
had passed and roentgenograms of the abdomen 
were made. These revealed free air beneath the 
diaphragm and an increased density in the lower 
part of the abdomen. Laparotomy was performed 
23 hours after delivery. At surgery a large dis- 
tended bladder, measuring approximately 15 by 8 
by 7 cm., was found filling the peritoneal cavity. A 
linear perforation, measuring 4 cm. in length, was 
observed in the cardia of the stomach, and a volvu- 
lus from incomplete rotation of the intestine was 
present. The gastric perforation was closed, the 
volvulus reduced, and a suprapubic cystostomy car- 
ried out. In spite of adequate supportive therapy 
with parenteral feedings and antibiotics the infant 
died seven days after surgery. 
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Autopsy findings revealed peritonitis, a 2-mm. 
perforation on the anterior surface of the first por- 
tion of the duodenum, and incomplete rotation of 
the intestinal tract, with partial obstruction of the 
duodenum from a congenital band. Dilatation of the 
bladder and marked hydronephrosis were also pres- 
ent, without evidence of obstruction to the lower 
urinary tract. 

The attending surgeon felt certain that the duo- 
denal perforation resulted from the trauma of a 
plastic nasogastric tube, although the pathologist 
did not register this opinion in the autopsy protocol. 
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day of life three stools were passed which were 
described as containing a small amount of blood. 
Vomiting occurred twice on this day. 

The infant developed marked abdominal disten- 
tion, which did not respond to nasogastric suction, 
76 hours after birth. Temperature and white blood 
cell count were normal. The abdomen became 
silent, and eight hours later roentgenograms of the 
abdomen taken in both flat and upright positions 
revealed a massive pneumoperitoneum (see figure). 

Ten hours after the onset of distention laparotomy 
was carried out. On opening the abdomen a large 


A, roentgenogram of abdomen of infant in case 3 taken in horizontal position; B, roentgenogram of abdomen taken in up- 
i ition. 


pos 


Case 3.—On Dec. 6, 1957, a 4-Ib. 14-0z. (2,211- 
Gm.) female baby was delivered by an elective 
low-forceps procedure after eight hours of labor. 
The cry was vigorous at birth and no resuscitative 
measures were taken. Since the infant was consid- 
ered to be premature, she was placed on therapy 
with penicillin, streptomycin, and vitamin K. For- 
mula feedings were begun at 24 hours. Several 
feedings were taken without incident. On the 3rd 


amount of free air escaped, and a thick, milky 
exudate was seen extending from the stomach 
across the transverse colon to the right gutter. This 
was removed by suction, and a linear perforation, 
about 2 cm. in length, with ragged edges, was read- 
ily seen, extending transversely across the anterior 
wall of the distal end of the stomach. The edges 
were trimmed away and closure effected. The ab- 
domen was closed without drainage. 
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Microscopic study of the edges of the perforation 
revealed only acute inflammation. Insufficient tissue 
was obtained to study the musculature of the stom- 
ach wall. 

Postoperatively the infant did well, except for 
slow weight gain. She was dismissed from the hos- 
pital 28 days after birth. When last seen, at 4 months 
of age, she weighed 11 Ib. (4,990 Gm.) and appeared 
to be a normal, healthy baby. 


Comment 


These case reports tend to emphasize the various 
aspects of the problems outlined in the general dis- 
cussion. In case 1, multiple perforations and pre- 
maturity were present. Case 2 illustrates associated 
congenital anomalies, especially obstruction distal to 
the site of perforation, and the possibility of post- 
operative perforation from a nasogastric tube. Case 
3 more readily parallels the clinical picture de- 
scribed in the majority of reports reviewed in the 
literature. While no definite cause for the perfor- 
ation was found, it is easy to speculate that, had 
adequate tissue been removed at the site of per- 
foration, a congenital defect in the musculature of 
the gastric wall might have been demonstrated. 


Summary 


Two of three newborn infants with gastric per- 
foration died. The diagnosis was unrecognized in 
one patient until autopsy. One patient died after 
surgery, from duodenal perforation thought to be 
caused by prolonged intragastric intubation and 
unrelieved associated duodenal obstruction. One 
patient survived and is developing normally. 

Awareness of this condition, early diagnosis, and 
prompt surgical treatment will reduce the high mor- 
tality associated with gastric perforation in newborn 
infants. 


700 Ridgeway Rd. 
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CLINICAL NOTES | 


HYPERSENSITIVITY TO IMMUNE SERUM GLOBULIN 
REPORT OF A CASE 
John E. Baybutt, M.D., Easton, Md. 


The following case report, I believe, represents 
the first reported case of spontaneous hypersensitiv- 
ity to immune serum globulin (human). 

A 15-week-old male infant was brought to my 
office on Oct. 10, 1958. He had been exposed to an 
uncle living in the same house who was ill with 
infectious hepatitis. Because of this, the infant was 
given 0.6 cc. of immune serum globulin (human) 
which had been obtained from the Maryland State 
Health Department. The injection was made into 
the upper outer quadrant of the left buttock; a 
2-cc. syringe and a 20-gauge needle which had been 
water-sterilized were used. The plunger was pulled 
back to assure that the needle was not in a vein and 
no blood was received. 

Within 60 seconds after injection the baby be- 
came limp, was flushed all over, suddenly turned 
cyanotic, and stopped breathing. Within 15 seconds 
the baby was given an injection of 1 cc. of epi- 
nephrine in the same area of the buttock. He cried 
out and began to breathe and his color improved, 
but he continued to be limp. Two minutes later 
2-cc. of diphenhydramine (Benadryl) hydrochloride 
was administered intramuscularly in the opposite 
buttock. He was wheezing and frothing at the 
mouth and was alternately flushed and cyanotic in 
the extremities, lips, and face. Five minutes after 
the first injection, because he continued to remain 
in a state of collapse, another 1 cc. of epinephrine 
was injected in the same area of the buttock and 
10 mg. of prednisolone (Sterane) with %4 grain 
(50 mg.) of secobarbital (Seconal) was given rectally. 
The area of the buttock in which the gamma 
globulin was injected became alternately flushed 
and pale. In about one hour his condition had im- 
proved so he could be transferred to the hospital. 
Just before he was transferred he began retching 
and vomiting and again became limp. He was taken 
to the Easton Memorial Hospital and put in an 
oxygen tent. His color improved, but he was still 
limp. His temperature was 99 F (37.2 C), pulse rate 
170 per minute, and respiration rate 36. The eyes, 
ears, nose, and throat were essentially normal; the 
neck was supple; the lungs were clear; the heart 
was normal and no murmurs were heard. There was 
a deep firm indurated area 2 in. (5.1 cm.) in diam- 
eter in the upper outer quadrant of the left buttock, 


which remained during the infant’s stay in the 
hospital, but has since disappeared. His reflexes 
were very active. 

Blood count revealed a hemoglobin level of 11.8 
Gm. per 100 cc. and leukocyte count of 13,250 per 
cubic millimeter with 1% juvenile neutrophils, 15% 
stab forms, 31% segmented forms, 45% lymphocytes, 
and 8% monocytes. The urine did not show patho- 
genic findings. 

Three hours after admission, because of repeated 
attacks of cyanosis, another 0.5 cc. of epinephrine 
was injected intramuscularly and %4 grain (50 mg.) 
of secobarbital was administered per rectum. He 
was also started on prednisolone therapy, with 5 mg. 
every eight hours. His condition remained good 
during the night; in the morning the prednisolone 
therapy was reduced to 2.5 mg. every eight hours 
and the administration of oxygen was discontinued. 
He took fluids well, and on Oct. 12, 1958, he was 
discharged from the hospital on a regimen of 
prednisolone therapy, 2.5 mg. four times a day for 
two days, then 2.5 mg. daily for one week. Seven 
days after his reaction to immune serum globulin 
he developed a mild upper respiratory infection, 
but had no further reaction in the nature of a 
delayed serum sickness. 

The mother was 31 years of age and well. Her 
pregnancy had been normal. At three months she 
had an injection of poliomyelitis vaccine and at 
four and one-half months of pregnancy a wisdom 
tooth was extracted under local anesthesia. Two 
injections of penicillin were administered at that 
time. 

The infant was born in Easton Memorial Hos- 
pital on June 30, 1958. Delivery was normal. He was 
examined in the hospital, and at 1, 2, and 3 months 
of age he was examined in the office. His growth 
and development had been normal. At birth he 
weighed 8 lb. 5 oz. (3,770.5 Gm.) and at 3 months 
of age, 16 lb. 2 oz. (7,314.2 Gm.). He was on a 
regimen of evaporated milk formula with a carbo- 
hydrate supplement (Dextri-maltose) until 3 months 
of age, when he was started on whole cow’s milk. 
He ate baby foods and took 0.6 cc. of vitamin sup- 
plement (Tri-vi-sol) daily. At 7 months of age he 
was well, weighed 21 Ib. 7 oz. (9.8 kg.), was 28 in. 
(71.1 cm.) tall, and had had no other injections. 
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Family history revealed that the mother has had 
many allergies all her life. At present she is allergic 
to chocolate, cola, most nose drops, sulfonamides, 
and atropine. As an infant she had a severe reaction 
after each of her diphtheria injections. The father 
was 37 years old and well. Since the age of 6 
months he has had eczema and continued to have 
it until] three years ago. He received a medical dis- 
charge from the Army because of his allergy. In 
June, 1957, the father was given an injection of 
17 cc. of gamma globulin prophylactically for 
mumps (epidemic parotitis ). He developed a mild 
case of mumps. 

The gamma globulin received by the patient in 
the case report was checked by E. R. Squibb & 
Sons. The lot in question, no. 277, had been pre- 
pared from human blood plasma and was normal 
in all respects. About 26,000 vials were shipped to 
25 different locations in all parts of the United 
States, with no other reported reactions.' The gam- 
ma globulin remaining in the vial (1 cc.) was 
tested by intravenous injection into a rabbit and 
found to be sterile and nonpyrogenic.* 

Dr. Charles A. Janeway, chairman, Commission 
on Plasma Fractionation and Related Processes, 
made the following comments on this case in a 
letter to Dr. Sam T. Gibson, director, Blood Pro- 
gram of the American National Red Cross, Wash- 
ington, D. C. 

I think the outstanding features of this case are the tre- 
mendously severe allergic history in both parents of this 
child, which suggests that this child is the type of individual 
who reacts to antigens in an extraordinarily serious way. 
These are the people, certainly, who used to die following 
skin tests to detect sensitivity to horse serum, and are much 
more exquisitely sensitive than the individuals who have 
acquired a sensitivity as a result of previous exposure. The 
history of the use of therapeutic and prophylactic animal 
sera is replete with documented cases very like this one, 
and I would say that the physician was not only alert but 
very lucky to have saved this child’s life. This is certainly 
the kind of baby I would be very hesitant about giving any 
type of injection to. 


IMMUNE SERUM GLOBULIN—BAYBUTT 


J.A.M.A., Sept. 26, 1959 


It is interesting to speculate, first, as to whether this was 
an allergic reaction. I believe it was, but primarily on the 
basis of (1) the immediacy of the symptoms and (2) the 
heavy allergic history in the parents. It might also have 
been a vasomotor reaction due to intravenous injection of 
the type we saw in acutely ill children given intravenous 
gamma globulin, and the symptoms would be almost impos- 
sible to distinguish one from the other. I doubt if the dose 
was quite large enough to be responsible for this second 
type of reaction, particularly where the precaution of draw- 
ing back on the plunger was taken, so that only a small 
fraction of the dose could have been injected intravenously. 
Second, if this was an allergic reaction, then the mechanism 
is of some interest. The baby was only fifteen weeks old at 
the time of the injection. This might mean that this baby 
still possessed atopic reagins from its mother and that cer- 
tain of the donors contributing to the gamma globulin 
solution might have eaten foods to which the mother had 
reagins. It is also possible that the mother is sensitive to 
such things as mercury, which might be present in the gam- 
ma globulin solution as a preservative. It seems fairly clear 
that the gamma globulin was acting as the shock antigen 
and that the hypersensitivity was in the child. This was not 
the passive transfer of reagins to a child with circulating 
antigen or the reaction would probably only have been 
local and milder, not general. 


The only other report of a severe reaction to gamma 
globulin is that of Owings,” who on June 18, 1953, 
gave a 9-year-old female an intradermal skin test 
dose of 0.1 cc. of 1:100 gamma globulin; within one 
minute she became pale and went into anaphylactic 
shock. She was given diphenhydramine hydrochlo- 
ride and epinephrine and recovered. She had had 
a previous gamma globulin injection in 1945. There 
are no other reported cases of sensitivity to gamma 
globulin, although more than 20,000,000 cc. have 
been distributed by the Red Cross and probably 
another 20,000,000 cc. by other agencies. 
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. . . [it] originated with them. Doctors . . 


. must be 


SYCHIATRY IN THE PHYSICIAN’S OFFICE.—All physicians are constantly 
practicing psychiatry; 


many-sided, being neither totally organi¢ally nor psychiatrically oriented. They 
must recognize that all patients need emotional assistance and then administer psy- 


chiatric first aid. The physician needs to . . 


. ask himself, “Why is this patient this 


way?”; to be slow to give a purely organic answer (such as menopause), and to be 
even slower to use the much overadvertised psychiatric drugs. Every doctor should 
have at his fingertips: the psychiatrically-oriented history; the basic psychodynamics 
of human motivation; the clinical picture of most common emotional disturbances 
and psychotic reactions; skill in using the simple fundamentals of psychotherapy; 


[and] the fundamental technics of reeducation. . 


. . No purely psychiatric care can 


replace the understanding and knowledge of the family doctor. This is the back- 
ground of good medicine.—W. B. Terhune, M.D., F.A.C.P., The Office Management 
of Psychiatric Problems: Psychiatry in the Physician’s Office, Medical Annals of the 


District of Columbia, June, 1959. 


19 
Vv. 


Vol. 171, No. 4 


125/417 
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Report to the Council 


The Council has authorized publication of the following report. A review of the current 
status of knowledge of this important subject is offered as a guide to individualization rather 
than standardization in the application of specific immunological procedures to the manage- 


ment of tetanus-prone injuries. 


H. D. Kautz, M.D., Secretary. 


SPECIFIC PROPHYLAXIS OF TETANUS 
Geoffrey Edsall, M.D., Washington, D. C. 


Although the incidence of tetanus in the United 
States has been decreasing during the past decade, 
several hundred cases still occur annually, in all 
walks of life and in all parts of the country.’ The 
current situation has recently been well reviewed by 
Axnick and Alexander ' who point out that, aside 
from the familiar hazard of tetanus after injuries 
and burns, there is still an unduly high incidence of 
the disease in relation to other circumstances, no- 
tably tetanus neonatorum. 

Several publications on the management and 
prevention of tetanus have appeared within the past 
few years,’ including an exhaustive review by 
Scheibel. However, current literature and journal 
correspondence indicate that numerous areas of 
uncertainty persist regarding the prevention of 
tetanus. This status report attempts to assemble the 
existing basic knowledge on the subject, insofar as 
possible, and thereby to construct a rational set of 
procedures for the prophylaxis of tetanus. Neces- 
sarily, such a report on this complicated subject will 
be lengthy. For the convenience of the reader, the 
contents are summarized as follows. 

Active and Passive Immunization 
Use and Effectiveness of Tetanus Toxoid in Routine Im- 
munization 

Reagents and Procedures 

Indications for Active Immunization Against Tetanus 

Effectiveness of Tetanus Toxoid 

Immunological Response to Tetanus Toxoid 

Interval Between Basic Injections 

Response in Young Infants 

Competition of Antigens 

Duration of Effect of Primary Immunization 

Maintenance of Tetanus Immunity—Routine Booster Dose 

Frequency of Administration of Booster Dose 

Reactions to Tetanus Toxoid 

Response to Booster Dose 

Rate of Response to Booster Inoculation 
Management of Patients with Tetanus-prone Injuries 

Handling of Immunized Patient 

Interval Between Emergency Booster Doses 

Effectiveness of Combined Active-Passive Immunization in 

Previously Immunized Persons 


From the Division of Communicable Disease, Walter Reed Army 
Institute of Research. 


Tetanus Prophylaxis in Unimmunized Patients 
Active-Passive Immunization in the Unimmunized Subject 
Summary 
Active and Passive Immunization 
Use and Effectiveness of Tetanus Toxoid in Routine Im- 
munization 
Management of Patients with Tetanus-prone Injuries 


Active and Passive Immunization 


Prophylaxis against tetanus may be achieved by 
either active or passive immunization or, under 
certain specified circumstances, by a combination 
of both. The differences between these two ways 
of achieving protection deserve to be reemphasized. 
Passive immunization is ordinarily induced by the 
subcutaneous or intramuscular injection of purified 
antitoxic horse serum. The protection achieved is 
rapid but transient. Detectable antitoxin appears in 
the circulation usually within a matter of minutes, 
reaches a peak after 2 to 3 days, and generally 
disappears in 10 days or longer, depending on the 
dose administered and the rate of elimination or 
inactivation of the immune horse globulin, which is 
related to the reactivity of the patient to horse 
serum. 

Active immunization is a state achieved by in- 
jection of tetanus toxoid which acts as an antigen, 
stimulating the recipient to form his own antibodies. 
These, being autologous, are retained for a longer 
interval. Moreover, the production of new anti- 
bodies continues for a long period, and in addition 
such a process can be rapidly reactivated and 
greatly augmented by subsequent injections of 
toxoid. However, the initial development of sig- 
nificant antibody levels takes several weeks, so that 
immediate protection cannot be achieved by be- 
ginning active immunization. 

Thus, passive immunization has the one ad- 
vantage—sometimes a compelling one—of rapid ef- 
fectiveness, but it has many disadvantages. The 
recipient of horse antitoxin not only makes no con- 
tribution to his own protection but actually reacts 
against it, by forming antibodies against the in- 
jected serum and thus accelerating its elimination. 
Severe anaphylactic reactions to the serum also 
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practice? 11. In such a patient, is it practical to 
undertake simultaneous active immunization with 
tetanus toxoid? 

For some of these questions, fairly direct answers 
are at hand. For most of them, however, there are 
no data from which an answer can be obtained 
directly, Decision must therefore be based, insofar 
as possible, on experimental observations, modified 
or interpreted in accordance with the physician's 
judgment as it applies to the particular case which 


oontronts him. 


Use and Effectiveness of Tetanus Toxoid 
im Routine I 


Reagents and Procedures —Active immunization 
against tetanus mav be carrmed out with fluid texoid 
TD) or precipitated toxoid (PT. this svmbo! will be 
used to refer without distinction to alum precipi- 
tated. aluminum bvdroxide adsorbed [Albvdrox]. 
and aluminum phosphate adsorbed preparations. 
since there appears to be littl basis for making 
am significant immunological distmction between 
them. Active immunization may also be effected 
with pediatric preparations such as diphtherie anc 
tetanas toxmds combmed with pertusss vaccme 
‘Dip-Pert-Tet. Trinie Antigen (DPT combmed 
dinhtheris and tetanus toxoids (DT; 
nrimarih applicable to adolescents anc adults. such 
as combined tetanus toxoid anc typhoic-pare- 
typhoid vaccine “TABT used extensweiy tie 
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to receive it when they need it most; (3) patients 
who have been previously treated for tetanus, and 
who may therefore get only very transient benefit 
from it because of their accelerated response 
against horse serum as a foreign protein (contrary 
to a widespread belief, such patients need ac- 
tive immunization against tetanus; since this dis- 
ease does not immunize against itself, numer- 
ous cases of recurrent tetanus have been reported); 
(4) various groups subject to an apparently greater 
than average risk of tetanus-prone injuries, i. e., 
farmers, hunters, operators of heavy machinery, 
particularly in the open where injuries incurred may 
be contaminated with dirt; and (5) military person- 
nel. Some would add to this list pregnant women, 
particularly those women living in areas where 
tetanus neonatorum is common. This proposal has 
been criticized on the ground that immunization of 
expectant mothers may make it more difficult to 
immunize the young infant against tetanus, due to 
the interfering effect of maternally transferred anti- 
toxin.” However, this difficulty can be surmounted, 
as noted later. 

Effectiveness of Tetanus Toxoid.—Experience 
gained primarily in World War II has provided 
overwhelming evidence that tetanus toxoid immu- 
nization, adequately carried out, is one of the most 
highly effective immunization procedures ever de- 
vised.’° The tetanus rate in the U. S. Army, which in 
World War I was approximately 13 per 100,000 in- 
juries and fell to the lower level of 2.4 per 100,000 
during the period between World Wars I and II, 
was held to the incredibly low level of 0.44 per 
100,000 injuries (12 cases in over 2,500,000 injuries) 
in World War II. Of these 12 cases, only 6 had had 
any toxoid injections, and only 4 of these had had 
basic immunization plus an emergency booster dose. 
Five deaths from tetanus occurred, of which two had 
received an emergency booster dose. This is truly 
a remarkable record, particularly when compared 
to the experience of the Japanese army, of German 
prisoners of war who, except for the Luftwaffe and 
paratroops, were not immunized, and of civilians in 
tetanus-prone areas where fighting was intense and 
civilian injuries were widespread. The tragic story 
of tetanus among Philippine civilians during the 
liberation of Manila '* provided a striking contrast 
to the absence of tetanus among the Americans who 
fought and suffered injuries under the same con- 
ditions. 

Just how effective is tetanus toxoid? No active 
immunization procedure is wholly perfect, and even 
tetanus toxoid is no exception. Several apparently 
genuine failures to achieve protection with tetanus 
toxoid immunization have been reported (see table). 
Some are inadequately documented, some followed 
incomplete initial immunization, several occurred 
years after primary or basic immunization, and a 
few had received basic immunization plus a routine 
booster injection. However, there have been seven 
reported cases (all in military personnel) whose 
records indicated that they had received basic im- 
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munization, as well as an emergency booster at the 
time of injury. These reports show that tetanus can 
occur in an individual whose record indicates that 
he has been adequately immunized against tetanus. 
Nevertheless, the exceptional rarity of such cases, 
particularly in the American and Canadian armed 
forces, indicates that the hazard of tetanus in a 
properly immunized individual is far less significant 
than many other day-to-day risks arising in associa- 
tion with illness, injuries, and surgery. 

Except for the aforementioned record of failures, 
all information regarding the effectiveness of tetanus 
toxoid—including studies on the efficacy of various 
injection schedules, on fluid versus precipitated 
toxoid, on the duration of immunity, and on the 
timing of booster doses—can be based only on 
antitoxin titrations of immunized subjects. What do 
these titrations actually mean? Numerous attempts 
have been made to correlate circulating antitoxin 
levels with the degree of protection obtained. Ob- 
viously, the question can be answered only by anal- 


Tetanus in Immunized Persons 
0. 


1 booster, 3 yr. previous 
Primary, 10 yr. previous 
Unconfirmed 


Author Immunization Status oO. 

Long? .......... Primary only 2 0 
Routine booster 3 mo. previous 1 0 

Emergency booster 4 2 

........... Uncertain 1 1 
Primary only 1 0 

Emergency booster 1 0 

Moss!°4 ,.......... Primary and routine booster 2 1 
Emergency booster 1 0 

Boyd!’ .......... Primary* or incomplete 7 3 
Routine booster(s) 9 2 

Emergency booster 1 0 

Stafford'*t ....... Unconfirmed 2 0 
Hedrick! ........ Primary only 1 0 
Routine booster (date 1 0 

not give 

Boyer Primary incomplete 
0 

0 


Christensen™! .... 


* Primary immunization in British army = 2 doses of fluid toxoid. 
Data based on ~ ish and Commonwealth troops only, as given in 
Boyd, table 4 


ogy from results in experimental animals. Most of 
the available and informative studies on the subject 
were summarized and discussed by Looney and 
others.'' Many investigators have selected 0.1 unit 
of antitoxin per milliliter of serum as the “threshold 
of protection,” usually by analogy with levels ob- 
served up to a week after injection of 1,500 units of 
antitoxin. However, it has been found experimen- 
tally that levels below 0.01 unit may be sufficient 
to protect animals from death, although symptoms 
have occasionally occurred at higher antitoxin lev- 
els. Indeed, the early observations of Ramon and 
Descombey in horses, over 30 years ago, suggested 
that antitoxin levels of about 0.001 unit will give 
protection, and a remarkable human experiment 
supports this concept. Wolters and Dehmel ** in- 
jected themselves with a dose of tetanus toxin cal- 
culated to be in the neighborhood of two to three 
human minimal lethal doses. At that time, each of 
them had a serum antitoxin level between 0.605 and 
0.01 unit. Neither individual suffered significant 
symptoms after the inoculation, yet the amount of 
toxin given was sufficient to induce a booster re- 
sponse in each of them. Thus, despite the wide- 
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spread acceptance of 0.1 unit as the “threshold of 
protection,” there is very good reason to believe that 
a level of 0.01 unit or even lower is adequate. 

Immunological Response to Tetanus Toxoid.—It 
is important to understand clearly the basic pattern 
of response which follows primary immunization 
and the subsequent administration of a reinforcing 
dose. The sequence of events has been vividly de- 
picted by Evans,’*® whose findings may be summar- 
ized as follows. One month after the first injection 
the response was barely detectable, if at all. At this 
time a second dose was given. A fairly marked re- 
sponse occurred, the antitoxin level rising briefly to 
a peak titer averaging about 0.5 unit. However, at 
the end of about one year, the level had sunk to an 
average value somewhat below 0.1 «unit. One-half 
of Evans’ subjects were then given a third dose. 
Within 30 days their average antitoxin titer was 
close to 10 units. Most important, however, was the 
fact that one and one-half years later the subjects 
who had received a reinforcing dose still had levels 
averaging close to 0.4 unit, whereas those who had 
not received a reinforcing dose had fallen to an 
average of about 0.04 unit. Thus, the initial two 
doses, although they gave protection for upwards of 
a year, did not insure lasting protection. By contrast, 
the subjects who received a reinforcing dose at one 
year not only were well protected a year and a half 
later but possessed titers high enough to give a 
margin of protection for several years thereafter. 
Evans’ findings are typical of the results obtained 
by many other investigators. Clearly, the importance 
of the “reinforcing dose” cannot possibly be over- 
estimated. As stated by Christensen and Stilwell,”* 
the 6-to-12-month “reinforcing dose” should be re- 
garded as an “integral and fundamental part of the 
original immunization procedure,” and not as a 
“booster” dose in the usual sense. 

Thus, there are three stages in adequate tetanus 
immunization: the first injections, the reinforcing 
dose, and subsequent booster doses. The first injec- 
tions will be referred to in this report as “primary 
immunization,” whereas the term “basic immuniza- 
tion” will be used to describe the completed basic 
procedure which comprises not only primary im- 
munization but an appropriately timed reinforcing 
dose as well. This concept of adequate basic immu- 
nization is, of course, already well recognized in the 
scheduling of poliomyelitis vaccination and most 
pediatric immunizations. Moreover, the importance 
of the reinforcing dose has also been clearly demon- 
strated in diphtheria immunization." 

The discussion which follows will generally be in 
terms of the use of precipitated toxoid for routine 
immunization, unless otherwise specified. 

Interval Between Basic Injections.—It has long 
been known that the interval between injections has 
an important influence on the antibody response. 
During the past 30 years a number of investigators 
have shown, specifically for toxoids, that such anti- 
gens lose much of their efficacy if they are given in 
doses less than about three weeks apart. Sachs '* 
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has shown that six weeks may be even better. The 
minimum interval at which the reinforcing dose 
will be effective is not so clearly defined, but it is 
well established that lengthening the interval gen- 
erally increases the effectiveness of the injection. 
Thus, the time at which this dose should be given 
is not rigidly fixed and may depend, in part, upon 
the circumstances of handling the patient. If the 
patient were to be unavailable for injection at the 
usual interval of 10 to 12 months (e. g., because of 
travel), it is justified to give the reinforcing dose as 
early as 6 months after initiating immunization. In 
other words, there are no absolute fixed intervals at 
which injections of tetanus toxoid (or of any other 
antigen) must given, but there are minimum 
intervals below which the desired effect may not be 
obtained and maximum intervals beyond which it 
may not be safe to wait for completion of immuni- 
zation. 

Response in Young Infants.—Immunization of 
young infants against tetanus normally presents no 
problem,’® but, if done in combination, as with 
DPT, difficulty may arise in inducing satisfactory 
immune levels against diphtheria or pertussis, due 
to the well-established interfering effect of anti- 
bodies transferred passively from the mother 
through the placenta. This inhibition of antibody 
formation in very young infants can be largely, but 
perhaps not entirely, compensated for by the re- 
inforcing dose given 6 to 12 months later.'’ How- 
ever, to avoid this problem, many schedules advise 
postponing immunization of infants with DPT until 
three to six months after birth. 

On the other hand, the prevention of neonatal 
tetanus can be approached through immunization 
of pregnant mothers living in areas where neonatal 
tetanus is not uncommon. This has indeed been 
advocated,"* but it has also been warned against,° 
since it might interfere with effective neonatal 
antitetanus immunization. Nevertheless, it would 
appear immunologically sound to employ antenatal 
tetanus toxoid immunization in areas where neonatal 
tetanus is a serious problem and then to establish 
adequate tetanus immunity in the infants, either by 
postponing immunization until age three to six 
months or by giving an extra dose of the immuniz- 
ing agent as part of the primary immunization 
schedule. 

Competition of Antigens.—From animal experi- 
ments it has long been known that, under certain 
circumstances, when two or more antigens compete, 
as it were, for the response of the antibody-forming 
tissues, the stimulus induced by one antigen may be 
suppressed. Barr and Llewellyn-Jones '* have more 
recently proposed the vivid term “crowding out” for 
this phenomenon. Only recently Chen and his asso- 
ciates °° have demonstrated that this phenomenon 
can be observed in man. They showed that, in chil- 
dren with preexisting diphtheria immunity, primary 
immunization with DPT led to lower tetanus and 
pertussis antibody responses than were found in 
children without such preexisting immunity. How- 
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ever, a later paper by Chen and co-workers *' indi- 
cated that, after a reinforcing dose at one year, 
antitoxin levels in the two groups became almost 
identical. Essentially similar findings were obtained 
by Wiener, Patterson, and MacKenzie.” Thus, to 
date, there is no clear-cut evidence that the prob- 
lem which might be created by “crowding out” 
cannot be surmounted by currently accepted im- 
munization schedules. 

Duration of Effect of Primary Immunization.— 
As noted previously, custom has dictated that the 
reinforcing dose is ordinarily given about one year 
after primary immunization, although it is permis- 
sible to give it as early as six months later. This 
implies the assumption that primary immunization 
will give the necessary degree of protection against 
unrecognized injuries for at least one year and that 
it will maintain responsiveness to a subsequent re- 
inforcing or emergency booster dose of toxoid for 
this period of time. It is of interest that about 10% 
of American soldiers ** and a higher proportion of 
Canadian soldiers ** in World War II had titers 
below 0.01 unit one year after primary immuniza- 
tion. Nevertheless, the extremely low incidence of 
tetanus in these two groups suggests that the pro- 
tection achieved by the procedures then used was 
exceptionally high. Since that time, the potency of 
toxoids has markedly increased, and in four more 
recent studies ** only one small group, who were 
given two doses of fluid toxoid six weeks apart, has 
shown a comparable proportion of subjects below 
0.01 unit at the end of one year.’* Thus, it is safe to 
conclude that primary immunization with currently 
available toxoids, in adequate doses (i. e., at least 
two doses of precipitated toxoid or three doses of 
fluid toxoid), will serve its purpose as previously 
defined. However, it should be clearly noted that, 
if emergency tetanus prophylaxis is indicated dur- 
ing the waiting period between primary immuniza- 
tion and the reinforcing dose, a booster should be 
given. If such an emergency dose is given before six 
months have elapsed, it should be counted as part of 
the primary immunization. If given after six months, 
it should be regarded as the reinforcing dose. 

From time to time special circumstances will sug- 
gest to the physician that, in a particular patient, 
augmentation of the primary immunization schedule 
may be desired, for example, if a patient were to 
be unavailable for the scheduled reinforcing dose. 
In any such situation—indeed, whenever the physi- 
cian recognizes the need of an extra immunological 
stimulus for his patient (e. g., as with neonatal im- 
munization )—an additional injection in the primary 
immunization schedule will accomplish the desired 
result. 

Maintenance of Tetanus I ity—Routine 
Booster Dose.—With tetanus immunization—as with 
most immunization procedures—after basic immuni- 
zation has been established, each subsequent injec- 
tion of the antigen leads to a rapid rise in the 
antibody level, followed by a drop which at first is 
rapid but later becomes very gradual; hence, 
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measurable antibody levels usually persist much 
longer than after primary immunization. Successive 
injections of tetanus toxoid or certain other antigens 
induce successively higher peak responses, higher 
residual antitoxin levels, and longer periods during 
which antibodies are detectable. Thus, just as the 
reinforcing dose augments the protection begun 
with primary immunization, the injection of suitably 
timed booster doses will further augment the level 
of immunity and greatly prolong its effect. Actually, 
the function of periodic booster injections is two- 
fold. In the first place, they reestablish a high level 
of immunity which normally lasts for several years, 
thus protecting the patient against tetanus infections 
arising from trivial or ignored injuries. Secondly, 
they maintain the subject in a state of responsive- 
ness to toxoid, so that if an emergency booster. is 
subsequently indicated, the patient will react to it 
promptly and vigorously. Thus, the periodic booster 
dose not only greatly enhances protection against 
tetanus but it obviates the occasional necessity of 
depending on antitoxin for prophylaxis because of 
uncertainty regarding the patient's active immunity 
status. 

Frequency of Administration of Booster Dose.— 
There is as yet no basis for defining precisely the 
optimal interval between such booster inoculations. 
Some physicians have given them as frequently as 
every one or two years, but there is no clear im- 
munological justification for such frequent injec- 
tions. The American armed forces have adopted an 
interval of four years, which is apparently wholly 
satisfactory. Others have adopted or suggested five 
years or three years. The difference between three 
and five years appears to be immaterial; the main 
point is that some regular procedure should be 
adopted in order to insure that routine booster 
injections are not overlooked. 

Several studies carried out during the past 
decade *° indicate that the levels sustained after a 
booster, as well as the capacity to respond to a 
subsequent booster, are maintained for much longer 
intervals than was at first supposed. Bigler **” fol- 
lowed up 300 infants, for various intervals up to 
10 years, who had been given two or more basic in- 
jections of diphtheria-tetanus toxoid. Every subject 
still had a measurable serum antitoxin level. Al- 
though high levels of antitoxin were less commonly 
found more than five years after the last dose of 
tetanus toxoid, many of these children retained 
high levels for as long as eight to nine years. 

Similarly, in eight subjects observed by Regamey 
and Schlegel **” 10 years after basic inoculation with 
TABT, the lowest titer found was 0.075 unit. In 
52 other subjects inoculated from one to nine years 
prior to the study, the lowest titer was 0.0075 unit. 
Looney, Edsall, Ipsen, and Chasen"’ studied a 
group of 144 veterans 1 to 10 years after their last 
inoculation of toxoid. Ten per cent of these subjects 
were found to have antitoxin levels below 0.025 
unit per milliliter. However, the frequency of low 
titers showed no relation to the interval since the 
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last injection of toxoid. Similarly, Turner, Stafford, 
and Goldman ** titrated tetanus antitoxin levels in 
145 subjects, mostly veterans. Half of them had 
received their last dose of toxoid from 5 to 11 years 
previously, whereas the other half had been injected 
less than 5 years before the study. The median anti- 
toxin level in the former group was tenfold lower 
than that found in the more recently injected sub- 
jects. However, only six subjects in the longer- 
interval group and three in the shorter-interval 
group had fallen to less than 0.01 unit when tested. 

Equally well-sustained levels were observed by 
Peterson and colleagues ** in 200 veterans tested up 
to 13 years after their last tetanus toxoid injection 
and by Moss and co-workers *™ in 100 Canadian ex- 
service men. The latter group included three in- 
dividuals in whom the interval since their last 
inoculation was 11, 13, and 15 years. These three, 
incidentally, were the only ones in Moss’ study 
whose titers had fallen below 0.01 unit. In the group 
studied by Peterson, 5 of 106 subjects observed 
seven or more years after their last injection had 
titers below 0.01 unit, whereas none of 41 subjects 
studied less than four vears after their last toxoid 
injection were in this low range. Here again it ap- 
pears that tetanus antitoxin levels will be sustained 
for a number of years after adequate basic immuni- 
zation and a booster dose, with only a gradual fall 
in titer over the years. 

This finding is not unique; similar results have 
been reported by Bojlen and Scheibel '** in children 
immunized against diphtheria with two primary 
doses of precipitated diphtheria toxoid and a rein- 
forcing dose one year later. In these children the 
‘average antitoxin titers were essentially the same, 
whether the interval was three, six, or nine vears 
after administration of the reinforcing dose. 

These findings are consistent with the remarkable 
degree of clinical protection achieved in military 
personnel during World War II and in the Korean 
episode '* and with Ipsen’s* finding that tetanus 
in civilian life has been markedly reduced since 
World War II among males in the veterans’ age 
group. Thus, again it appears that the standard 
American and Canadian military practice is highly 
effective in preventing tetanus. 

The data presented suggest the possibility that 
the interval between routine boosters might be 
lengthened to as much as 8 to 10 years. However, 
because there is a definite tendency for the anti- 
toxin level to fall gradually ** and also because data 
on titers at the longer intervals are relatively scanty, 
it would seem wise not to separate routine periodic 
boosters by more than four or five years. 

Reactions to Tetanus Toxoid.—Annual booster in- 
jections of 0.1 cc. of toxoid given intradermally have 
been advocated * as a method of insuring the main- 
tenance of a “perennial state of immunity.” Such a 
schedule has the advantage of regularity and con- 
venience, although it has not been demonstrated that 
the “poor responder” will respond better to this 
schedule than to larger doses given less frequently. 
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On the other hand, there may well be contraindica- 
tions to overfrequent immunization, since a small 
but growing number of unpublished observations 
indicate that rather marked delayed-type local 
reactions—basically not unlike those seen in indi- 
viduals sensitive to diphtheria toxoid—have occurred 
in people receiving tetanus toxoid after numerous 
previous inoculations of this substance. It is not 
unlikely that the repeated inoculation of any antigen 
may, in a small proportion of subjects, induce a 
delayed-type hypersensitive state of the type known 
as “tuberculin allergy” or “delayed bacterial allergy” 
and similar to the reaction to the tuberculin test or 
the Moloney test. Furthermore, it appears probable 
that such sensitization is somewhat more likely to 
result from the intracutaneous route than from other 
routes of injection.** Therefore, it appears wise to 
avoid overimmunization and to give only as many 
inoculations of tetanus toxoid as are clearly justified. 
It is worth mentioning that the presence of delayed- 
tvpe hypersensitivity in a patient cannot, in practice, 
be ascertained prior to injection of an emergency 
booster dose of tetanus toxoid, as has been sug- 
gested.*” Not only has no such test been standard- 
ized sufficiently to provide a basis for its interpreta- 
tion but the wait of 24 to 48 hours required for 
reading the test would preclude its use in an 
emergency.”” If doubt exists as to a patient's toler- 
ance for toxoid and if an emergency booster dose is 
indicated, a small dose (e. g., 0.05 to 0.1 cc.) may be 
given subcutaneously and the rest of the dose given 
12 hours later if no reaction has occurred. If a 
marked reaction should ensue, further toxoid injec- 
tions at that time may be safely omitted, since it 
has been shown years ago that reducing the dose of 
tetanus toxoid does not proportionately reduce the 
magnitude of the response obtained.*' 

It should be noted that the delayed-type reactions 
are totally different from the immediate, urticarial- 
type reactions, occasionally reported as following 
the injection of tetanus toxoid. Some reactions of the 
immediate type have been shown to be due to the 
trace contamination of the toxoid with unrelated 
substances.” 

In general, however, reactions to tetanus toxoid 
are so extremely rare as to be almost insignificant. 
Aside from the occasional delayed-type reaction 
noted and the rare reaction to extraneous sub- 
stances, there are doubtless a few—a very few— 
individuals with a true allergic sensitivity to the 
toxoid protein itself. If such patients are observed, it 
is to be hoped that thorough immunological studies 
on them will be reported. 

Response to Booster Dose.—A number of the 
studies cited have recorded the degree and in some 
cases the rate of the response to a booster dose, 
given from | to 15 years after the last previous in- 
jection of toxoid.** In general, when titrations are 
done seven days or more after a booster injection, 
only a few individuals will exhibit titers below 0.1 
unit, and levels below 0.01 unit will be extremely 
rare. For example, all of about 140 subjects tested 
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by Bigler one to two weeks after a booster dose 
showed ample antitoxin levels. 

Regamey and Schlegel **” observed good antibody 
responses in all of their 60 subjects at intervals 
from 1 to 10 years after their last inoculation; the 
minimum titer observed by them (six days after the 
booster injection ) was 0.15 unit. All but one of the 
subjects studied by Looney and co-workers '' and 
all of the subjects studied by Turner and co- 
workers,”* Peterson and co-workers,’ and Moss 
and colleagues '™ showed a good response to the 
booster dose. Thus, it appears well established that 
a routine booster dose of toxoid, given as long as 
15 years after the last injection of toxoid, will induce 
a rise in antibody level, except in the rare individ- 
ual who cannot respond to an antigenic stimulus. 

Rate of Response to Booster Inoculation.—The 
rate of response has been under study for many 
years. Recent studies have employed larger groups 
and, in many cases, better antigens than the earlier 
studies, so that they probably provide a sounder 
basis for answering the question. In three subjects 
studied by Bigler,”*” the injection of precipitated 
toxoid was followed by a rise in antitoxin level 
beginning in three, four, and five days respectively. 
Among Regamey’s and Schlegel’s 60 subjects, the 
lowest titer observed four days after the booster 
was 0.035 unit. Turner and colleagues found 2 out of 
48 subjects with a level below 0.01 unit and 8 below 
0.1 unit four days after a fluid toxoid booster; how- 
ever, all had risen to >0.01 (and all but 2 to 
>0.1) by the seventh day. In Looney’s group,"’ four 
subjects showed levels below 0.025 unit six days 
after a booster dose of precipitated toxoid. Two of 
these showed excellent subsequent responses; one 
(as noted previously) showed essentially no re- 
sponse at all, and one could not be followed up. 
Peterson and co-workers tested titers six to seven 
days after the booster. At this time all 216 of their 
subjects had levels above 0.01 unit, and all but two 
were above 0.1. Ninety-four of Moss’ subjects, when 
tested one week after a booster injection, had a 
level of over 0.1 unit of antitoxin. 

Miller and colleagues ** noted that the speed of 
response appeared to be somewhat slower in sub- 
jects whose basic immunization had occurred more 
than six years earlier. The four subjects observed by 
Looney, who failed to respond within six days, had 
all received their last inoculation five or more years 
previously. These scanty data suggest that the rate 
of response may be slower when the interval since 
boosting has been longer, and thus give further 
justification to the recommendation that routine 
booster inoculations be scheduled at intervals no 
longer than five years. 

Thus, it appears that perhaps 95% of subjects re- 
ceiving a booster injection will respond within four 
days, and about 100% within seven days, even when 
10 or more years have elapsed since the last inocula- 
tion. The few exceptions appear to be predominant- 
ly among subjects who have not received toxoid for 
over five years. 
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Miller and colleagues ** compared the effect of 
fluid toxoid and precipitated toxoid, with regard to 
the rate of response after a booster injection. They 
found that increases in antitoxin titer (levels not 
given) appeared within four to five days in 30 out 
of 33 subjects given a booster with fluid toxoid, but 
in only 15 out of 34 subjects given precipitated tox- 
oid. These findings have provided the basis for the 
widespread recommendation that fluid toxoid be 
used for emergency booster injections rather than 
precipitated toxoid. The findings of Schlegel ** are 
similar; 13 out of 15 subjects injected with a booster 
dose of fluid toxoid (given seven to nine years after 
basic immunization with combined tetanus toxoid 
and typhoid-paratyphoid vaccine) showed a rise in 
level four days later, in contrast to only 1 out of 
12 receiving precipitated toxoid. The studies of Volk 
and co-workers ** on diphtheria immunization ap- 
pear to provide additional evidence for the assump- 
tion that the response to a fluid toxoid booster may 
be somewhat faster than that to a precipitated tox- 
oid. On the other hand, Ipsen,* using identical Lf 
doses of toxoid in paired experiments, found that 
with either 1 Lf or 5 Lf, the antitoxin levels reached 
at one week were five to seven times higher after 
administration of precipitated toxoid than after giv- 
ing fluid toxoid. Moreover, neither Miller nor 
Schlegel stated the Lf titers of the toxoids they em- 
ployed, so that it is impossible to tell whether their 
groups were genuinely comparable. Thus, the 
choice between fluid toxoid and precipitated toxoid 
for the emergency booster is still not unequivocally 
decided. 


Management of Patients with 
Tetanus-prone Injuries 


General application of the immunization proce- 
dures just discussed would prevent practically all 
cases of tetanus which might otherwise follow trivial 
or unrecognized wounds. However, each recognized 
injury must be considered individually, and the 
handling of such injuries varies according to the 
circumstances subsequently discussed. 

It cannot be emphasized too often that the most 
important procedure in the handling of tetanus- 
prone injuries, regardless of immunization history, 
is adequate cleansing and débridement of the injury. 
Clearly, tetanus can occur only when susceptible 
tissue is infected with tetanus bacilli, and no history 
of immunization can eliminate the necessity of re- 
moving, insofar as possible, both the foreign mate- 
rial and the intruded epidermis which introduce 
tetanus infection and the necrotic tissue which 
nurtures it. The ubiquity in nature of the tetanus 
bacillus is not always fully recognized; it is inde- 
pendent of obvious “dirt.” 

As regards specific prophylaxis, various general 
recommendations have been outlined. Christensen ** 
advocates tetanus toxoid alone if the subject has an 
adequate history of toxoid immunization within five 
years. If over five years have elapsed, “particularly 
if the patient has a more serious injury such as a 
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compound fracture, extensive burns, crushing in- 
juries, gunshot or shrapnel wounds,” he recommends 
giving tetanus toxoid and 1,500 units of antitoxin 
simultaneously at different sites. However, if the 
patient is sensitive to horse serum, he advises de- 
pending on toxoid alone. For the unimmunized sub- 
ject who has sustained a tetanus-prone wound, 
Christensen advocates 1,500 to 3,000 antitoxin units, 
or more if indicated. He outlines in detail a proce- 
dure for testing patients for sensitivity to horse 
serum and for “desensitizing” positive patients with 
slowly increasing doses of antitoxin. 

Parish, Laurent, and Moynihan” itemize the 
types of injury that require tetanus prophylaxis. 
They list (1) wounds over three to four hours old; 
(2) definitely infected wounds; (3) wounds through 
skin probably contaminated by soil; (4) all deep 
and punctured wounds; (5) wounds with devital- 
ized tissue, e. g., crushing injuries; and (6) wounds 
that cannot be closed properly. They cite the fairly 
rigid definitions of “actively immune” and “non-im- 
mune” patients adopted by the British army several 
years ago, but which I find unduly conservative in 
the light of current knowledge regarding the re- 
sponse to primary or basic immunization. 

The definition of the “non-immune” subject is not 
simple. Unfortunately, it must include all those 
subjects in whom there is a vague history or sus- 
picion of a history of tetanus toxoid immunization 
but no definite confirmation. It will, perforce, in- 
clude those subjects who say they have been “im- 
munized” to tetanus but cannot specifically show 
that what they had was tetanus toxoid immuniza- 
tion, rather than tetanus antitoxin, diphtheria toxoid, 
“typhoid,” or some other inoculation readily con- 
fused with tetanus toxoid by the layman. It will 
include individuals who have only had one dose of 
toxoid, and it should probably include individuals 
who had only primary immunization (but no “third 
dose” or boosters) more than five years previous to 
the injury in question. Finally, there is, of course, a 
large group of individuals who have clearly not had 
any tetanus toxoid inoculations. Thus, tetanus-prone 
injuries may be sorted into three categories, depend- 
ing on whether they occur in a well-immunized in- 
dividual, in an individual with waning or latent 
immunity, or in a patient with an inadequate, unre- 
liable, or negative history of immunization against 
tetanus. 

Clearly, the effective use of tetanus toxoid in the 
emergency prophylaxis of tetanus is dependent not 
only on adequate prior immunization but also on 
available and reliable evidence that this has been 
actually carried out. It is universally recognized and 
advocated * that veterans of military service may 
be regarded as having had tetanus immunization 
and may be handled accordingly. Over and above 
this, definite knowledge regarding a patient’s im- 
munity status is usually limited to a physician’s own 
records. This is 2 deplorable situation and can only 
be remedied by a sustained, united effort on the 
part of the medical and public health professions. 
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It would be desirable for all immunized persons 
to carry with them a record of their tetanus toxoid 
injections; even though such records may get lost 
or may not be kept up to date, it is obviously better 
to have such records available frequently than not 
to have them at all. Parish “* has recently stated the 
case for this practice lucidly and cogently and has 
advocated the use of metal disks for this purpose. 
To supplement such records, a central community 
file could be set up, maintained by the county med- 
ical society or by the health department.” When 
such personnel and central file records become gen- 
erally available, much of the uncertainty which now 
clouds the handling of tetanus-prone injuries will 
be eliminated. 

Handling of Immunized Patient.—From the data 
cited, it would appear that an individual with a his- 
tory of properly performed primary tetanus immu- 
nization, administered within the previous five 
vears, is virtually certain to show an ample response 
to an emergency or “wound” booster dose, begin- 
ning within five days after the booster injection. 
For such patients, a booster dose of toxoid should 
provide ample immunological protection against 
tetanus if it is given within 24 hours, regardless of 
the type of injury. If serious delay has occurred in 
giving toxoid and if the injuries are such that 
fulminating tetanus might be expected, then the 
physician may, in individual cases, weigh the advis- 
ability of giving 1,500 units of antitoxin at the same 
time, at a separate site. (Since 1950 the American 
unit and the International unit have been identical. 
Prior to this date an International unit contained 
one-half as much antitoxin as an American unit. ) 

When the interval since the last dose of toxoid 
has been more than 5 years and less than 10 years 
and when the patient has a clear-cut history of ade- 
quate basic immunization, an emergency booster 
dose of toxoid will be sufficient prophylaxis for 
ordinary injuries treated promptly. However, if 
delay has occurred in administering toxoid and if 
the risk of tetanus is self-evident (e. g., gunshot 
wounds, compound fractures, dirty wounds difficult 
to débride and expose), there is some theoretical 
justification for giving a simultaneous injection of 
1,500 units of antitoxin. Even when more than 10 
years have elapsed since the last dose of toxoid. 
prompt administration of a booster dose of tetanus 
toxoid will suffice to protect the patient in the vast 
majority of instances. Nevertheless, here the physi- 
cian’s judgment is paramount, and in such patients 
the procedure of giving a booster dose of toxoid 
simultaneously with 1,500 units of tetanus antitoxin 
is a justifiable, though conservative, method of pro- 
viding additional prophylaxis in the presence of 
clearly tetanus-prone injuries. It must be weighed, 
however, against the likelihood of unfavorable re- 
actions to the antitoxin. 

Interval Between Emergency Booster Doses.— 
Frequently a patient is seen with a tetanus-prone 
injury, a few months after a known, recorded, previ- 
ous booster dose of tetanus toxoid, and the thought- 
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ful physician will naturally ask himself whether 
another booster dose is needed. Parish and col- 
leagues *? have recommended that a booster dose 
which was given within the preceding 18 months 
renders another booster dose unnecessary. Others 
have set up a 12-month limit,”’ a limit of “a year, 
and possibly several years,” “* or a three-year limit.**° 
The available data do not provide a basis for an 
absolute rule on this question, but, in view of the 
extensive evidence *" that protective antitoxin levels 
persist in a vast majority of subjects for much longer 
than a year, I would recommend a one-year interval 
of freedom from repeat booster injections except in 
patients in whom massive tetanus infection appears 
to be a definite hazard. 

Effectiveness of Combined Active-Passive Immu- 
nization in Previously Immunized Persons.—Simul- 
taneous administration of toxoid and antitoxin has 
been suggested previously as a method of handling 
certain situations in which genuine, serious doubt 
arises regarding the adequacy of a toxoid booster 
dose alone. This practice appears to be immunologi- 
cally sound. Miller, Ryan, and Beard ** demon- 
strated the efficacy of such a procedure in rabbits. 
They then gave 1,500 units of tetanus antitoxin and 
a booster dose of tetanus toxoid, simultaneously but 
in a separate site, to four patients previously immu- 
nized with toxoid.*"* Three of their subjects showed 
vigorous antitoxin responses by the fourth or fifth 
day; the fourth subject showed essentially no re- 
sponse, and the authors believed that this subject 
was immunologically a poor responder. A larger 
group of 23 subjects was studied by Sachs '° who 
gave 1 cc. of fluid tetanus toxoid and 500 units of 
antitoxin in opposite arms of the patients at the 
same time. By the 9th to 12th day, all subjects had 
titers from 1 to 100 units. 

Thus, in certain selected previously immunized 
subjects, simultaneous active and passive immuni- 
zation, achieved by injecting 1,500 units of anti- 
toxin and (at a separate site) a routine booster dose 
of toxoid, provides a needed combination of imme- 
diate and long-term protection against tetanus. This 
procedure tides the patient over the period of un- 
certain protection during the first few days in those 
with waning immunity, potentially fulminating in- 
fection, or serious delay in administering toxoid. It 
should be borne in mind that the booster effect of 
the toxoid might well be blanketed if more than 
1,500 units of antitoxin were given. Moreover, there 
is no immunological justification for larger doses of 
prophylactic antitoxin in such patients. 

Tetanus Prophylaxis in Unimmunized Patients.— 
For unimmunized patients, the classic procedure, 
standardized toward the end of World War I, has 
been to administer 1,500 units of tetanus antitoxin as 
soon as the patient with a tetanus-prone injury has 
been evaluated for sensitivity to horse serum. Space 
does not permit a detailed discussion of the contro- 
versial views which are at hand regarding what 
constitutes an adequate basis for determining a 
patient's sensitivity to horse serum. The usual prac- 
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tice is to perform intradermal or conjunctival tests, 
or both, with epinephrine immediately at hand in 
the event of an untoward reaction.”* 

On the other hand, Laurent and Parish *° main- 
tain that neither the intradermal nor the conjunc- 
tival test is reliable, both false-positive and false- 
negative reactions having been seen with both tests. 
They quite properly point out that a carefully 
elicited history of allergic conditions or previous 
serum injections is of paramount importance, and 
they would replace “sensitivity tests” with a small 
subcutaneous trial dose in persons with histories 
suggesting allergy. Their proposal to discontinue 
skin and eye tests will not be readily accepted un- 
less more evidence is accumulated that such tests 
are misleading; however, the “trial dose” concept— 
if employed with great caution—would appear to 
deserve further careful study. 

If it is not possible to débride the injury ade- 
quately, it has been customary to administer suc- 
cessive 1,500-unit doses of antitoxin at intervals of 
one to two weeks two or three times or until the 
wound has healed. It is undoubtedly true that this 
procedure contributed to the remarkably low inci- 
dence of about 1 case per 7,700 wounds or injuries 
in the United States army during World War I. 
Between World Wars I and II, the rate dropped 
further to 1 case per 40,000 wounds and injuries. 
This is really a remarkable record but is, neverthe- 
less, short of the ideal of the practicing physician. 

One suspects that the incidence of failure may be 
higher in civilian life. Certainly, there are numerous 
recorded instances in which the prompt injection of 
1,500 units of antitoxin has failed to prevent tetanus. 
Hence, many physicians such as Martini* and 
Spaeth * recommend giving 10,000 or more units of 
prophylactic antitoxin routinely in all cases in which 
its use is indicated. Others ** have suggested a range 
of 1,500 to 30,000 units depending on the circum- 
stances, whereas many others *" stand by the classic 
dose of 1,500 units. Stotzer * suggests that “rather 
than following a rigid standard (in employing 1,500 
units of antitoxin routinely) it would seem better to 
use this as a minimum dose and adjust the dosage 
to the patient’s need.” Stafford *" would omit anti- 
toxin entirely in subjects who are sensitive to horse 
serum. He recommends keeping such patients under 
close observation and starting tetanus toxoid injec- 
tions immediately. 

Thus, there is no general agreement regarding the 
dose of antitoxin to employ in the prophylaxis of 
tetanus in the unimmunized individual. Indeed, 
there are those *' who appear to doubt that the 
usual dose of prophylactic tetanus antitoxin is effi- 
cacious at all. This nihilistic view is unjustified, and 
genuine evidence to support it is not presented. The 
observation cited by Stafford that, in Baltimore, 
tetanus has occurred just as often in patients given 
antitoxin prophylaxis as in those not so treated is 
actually uninterpretable, since there is no informa- 
tion on the proportion or the severity of injuries for 
which antitoxin was given. Furthermore, aside from 
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the World War I experience,'® there is ample ex- 
perimental evidence, dating back many years, that 
antitoxin prophylaxis can prevent the occurrence of 
tetanus in experimentally infected animals. 

Assuming that prophylactic antitoxin is indicated 
in a given situation, what dose will provide virtually 
certain protection, without unduly increasing the 
incidence of serum sickness and the risk of other 
serum reactions? This question cannot be answered 
on the basis of experience in man. In any case, the 
answer will vary with the type of injury, the feasi- 
bility of adequate débridement, the interval since 
injury, and the immunological status of the patient 
with respect to horse serum. Thus, it is impossible 
to predict correctly the patient in whom 1,500 units 
of antitoxin will fail to give protection. Therefore, 
when the administration of antitoxin is clearly indi- 
cated, it is logical to advocate larger doses as a 
routine measure. Increasing the dose of antitoxin 
given to a normal patient will somewhat accelerate 
the appearance of antitoxin in the circulation and 
will increase the duration of the protection, so that 
the risk of fulminating tetanus or late tetanus—the 
two most likely causes of failure to protect with a 
small dose of antitoxin—will be diminished. 

On the other hand, in a patient who possesses 
antibodies against horse serum (the type of person 
who characteristically manifests accelerated serum 
sickness), an increase in the dose of antitoxin given 
may not materially prolong its effectiveness. Con- 
firming the classic observations of von Pirquet and 
Schick and of Rackemann and Longcope, Mahoney 
and Moloney ** have shown that, in general, tetanus 
antitoxin disappeared from the circulation more 
rapidly in patients who had serum sickness than in 
those who did not exhibit this complication. Never- 
theless, as a general rule, an increase in the dose of 
prophylactic antitoxin is definitely indicated if there 
has been delay in treating the wound, if the injury 
is difficult to débride and decontaminate, or if there 
is massive contamination of necrotic tissue. In such 
cases, the prophylactic administration of penicillin 
may be of some value. However, it must be remem- 
bered that penicillin is no substitute for specific 
prophylaxis and adequate débridement of the in- 
jury. The final decision must be made by the phy- 
sician, who must balance his estimate of the risk of 
tetanus in the patient against the immediate, as well 
as the possible ultimate, consequences of adminis- 
tering antitoxin. 

Since failures to protect a patient with 1,500 units 
of antitoxin have been recognized for over 40 years, 
why was not the recommended prophylactic dose 
increased long ago? The answer probably lies in the 
fear of serum reactions, not merely serum sickness, 
which is well known to increase in frequency with 
larger doses of serum, but also the danger of more 
serious complications such as neuritis, myelitis, 
periarteritis nodosa, deafness, pericarditis, myocar- 
ditis, encephalopathy, or fatal anaphylactic shock. 
However, the very general adoption of enzyme- 
purification methods has led during the past 20 
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years to the production of antitoxin of greater purity 
and a lower incidence of serum sickness than for- 
merly.** With such improved methods available, 
there should be less hesitation in giving as much 
antitoxin as the physician’s judgment of the tetanus 
hazard indicates. Nevertheless, the limitations in the 
effectiveness of increasing the dose and the hazards 
that accompany the administration of serum should 
always be borne in mind. 

In my opinion, when prophylactic tetanus anti- 
toxin is medically indicated, 3,000 to 5,000 units 
should be an adequate dose in patients over 10 
years of age if seen on the day of injury, except in 
the case of compound fractures, gunshot wounds, or 
other wounds not readily débrided. Delay of more 
than one day or the presence of complications such 
as those cited would indicate a dose of 6,000 to 
10,000 units or mere, depending on the circum- 
stances of the individual case. Half of the stated 
dose should suffice in children under 10 years of age. 

Active-Passive Immunization in the Unimmunized 
Subject.—The physician who is obliged to administer 
tetanus antitoxin to a patient because active im- 
munization was never instituted will naturally want 
to obviate such an event occurring in the future, 
especially since reinjection of antitoxin is not only 
more likely to cause an untoward reaction but is 
likely to be more transient in its effect. Thus, it is 
logical to institute active immunization in patients 
who have received prophylactic antitoxin. 

It has often been advocated that such patients be 
given tetanus toxoid at the same time as antitoxin, 
thus starting the patient on a course of immuniza- 
tion which, once having begun, he is presumably 
more than likely to finish. This procedure was rec- 
ommended over 30 years ago by Ramon and has 
been employed for the control of both tetanus and 
diphtheria. The data on its effectiveness as regards 
tetanus are not explicitly clear. There have been 
several studies on this point in animals but few in 
man. Gold and Bachers ** reported that the simul- 
taneous administration of alum-precipitated tetanus 
toxoid to individuals given 1,500 units of antitoxin, 
followed by a second dose of toxoid two to three 
months later, led to a normal and adequate immune 
response in these individuals. When fluid toxoid was 
employed, three doses were essential to elicit a 
satisfactory antitoxin level. On the other hand, 
Huber *° found that, with two doses of precipitated 
toxoid given 18 days apart, the response was not 
fully satisfactory when the first dose was given 
simultaneously with 1,500 units of prophylactic 
antitoxin. Hence, a third dose given some time later 
was indicated if active immunization was to be 
successfully instituted. Thus, although it is possible 
to institute simultaneous active-passive immuniza- 
tion with precipitated toxoid and 1,500 units of 
antitoxin, the results do not appear to be as reliable 
as those obtained with toxoid alone. Stated differ- 
ently, these studies suggest that, if active-passive 
immunization is employed, three doses of toxoid 
should be given in order to achieve satisfactory 
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results. Moreover, if large doses of antitoxin are 
administered, simultaneous active-passive immuni- 
zation is apparently impractical,” and initiation of 
active immunization must definitely be delayed for 
several weeks; the waiting period depends on the 
amount of antitoxin given. In other words, the pro- 
cedure of active-passive primary immunization may 
be employed when psychological or other circum- 
stances warrant it, but it cannot be definitely relied 
upon unless no more than 1,500 to 3,000 units of 
antitoxin are given, and unless three doses of toxoid 
are included in the basic schedule. Fluid toxoid 


appears to be less efficient for this purpose." 
Summary 


Active and Passive Immunization.—Passive im- 
munization against tetanus provides immediate but 
transient protection against tetanus. In contrast, 
active immunization with toxoid leads to a slowly 
developing but long-lasting immunity. Passive im- 
munization has numerous disadvantages and has 
never, at its best, given as high a degree of protec- 
tion as does active immunization. Hence the latter 
is the procedure of choice for the specific prophy- 
laxis of tetanus, whenever time and circumstance 
permit it to be applied. 

Use and Effectiveness of Tetanus Toxoid in Rou- 
tine Immunization.—Tetanus toxoid is one of the 
most effective and innocuous immunizing agents 
known. Since all human beings are subject to some 
chance of contracting tetanus, all people should, 
ideally, be immunized with toxoid. In particular, 
high-risk groups and groups readily reached en 
masse should have such immunization as a matter 
of routine medical and health policy. Adequate im- 
munization against tetanus may be achieved with a 
variety of separate or combined preparations. It is 
important to administer at least three doses of fluid 
toxoid or two doses of precipitated toxoid in order 
to establish acceptable) primary immunization. 
“Basic immunization” may not be regarded as com- 
pleted until an additional reinforcing dose is given, 
preferably 6 to 12 months after primary immuniza- 
tion. This reinforcing dose greatly enhances and 
prolongs the immunity established with primary 
immunization. Immunization of infants is readily 
accomplished, but, if the infant is born of an im- 
munized mother, an extra dose of toxoid (or the 
appropriate combined vaccine) is recommended as 
part of the primary immunization. Such an extra 
dose is also recommended whenever there is spe- 
cific indication for early achievement of a high and 
lasting level of immunity. 

Immunity to tetanus, once established by ade- 
quate basic immunization, should be maintained at 
u protective level by periodic booster doses. The 
level of immunity falls, though very slowly, for 
years after basic immunization or reimmunization. 
Hence, it appears wise to administer booster injec- 
tions at intervals of four to five years. Shorter inter- 
vals are not ordinarily indicated, especially since 
there is some evidence that 
may lead to sensitization of the delayed type in a 
small proportion of patients. Longer intervals—up to 
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10 years or more—do not appear to decrease the ca- 
pacity of the booster dose to elicit a response, but the 
rate of response may perhaps be somewhat slower. 

A detectable rise in antitoxin level after a booster 
injection occurs in almost all subjects within five 
days and sometimes sooner. There is some evidence, 
though not unanimous agreement, that fluid toxoid 
elicits a slightly more rapid response than does 
precipitated toxoid. 

Management of Patients with Tetanus-prone In- 
jurics.—The prevention of tetanus after an injury is 
dependent first upon adequate surgical care of the 
injury, with emphasis upon débridement and ex- 
posure of the injured area and removal of foreign 
material. Specific prophylaxis with tetanus toxoid 
will be of incontestable value if the patient has a 
known reliable history of primary immunization 
within five years or of primary immunization plus 
reinforcing or booster doses at any time. Prompt 
injection of tetanus toxoid in such patients will give 
adequate protection against tetanus in practically 
all cases. However, simultaneous injection of 1,500 
units of antitoxin, at a different site, may be consid- 
ered for patients with clearly tetanus-prone injuries 
under conditions of exceptional risk, such as a delay 
of more than 24 hours in treating a massively con- 
taminated or deeply penetrating injury, an interval 
of over 10 years since the last injection of toxoid, or, 
in intermediate situations, a combination of delay in 
treatment and severity of injurv. The combined use 
of toxoid and antitoxin, in those few situations in 
which it is indicated, will minimize the risk of ful- 
minating tetanus during the interval prior to the 
appearance of the booster response to tetanus tox- 
oid. This advantage is to be balanced against the 
hazard or inconvenience of a possible reaction to 
the antitoxin. 

The long persistence of protective residual anti- 
toxin titers after a booster dose will serve to prevent 
many cases of tetanus arising from trivial or unrec- 
ognized injuries and will render unnecessary the 
repetition of successive emergency booster injec- 
tions of toxoid at close intervals, except when the 
risk of massive tetanus infection is apparent. 

In patients without a valid history of adequate 
tetanus toxoid immunization, tetanus antitoxin must 
be employed for emergency prophylaxis of tetanus- 
prone injuries. The customary dose of 1,500 units 
does not give entirely reliable protection, and a dose 
of 3,000 to 5,000 units is reeommended when pro- 
phylaxis of tetanus is medically indicated. This dose 
should be increased if complete débridement_ is 
impractical or if significant delay has occurred in 
treating the injury. 

The unimmunized subject should be immunized 
us soon as practical. It is possible to begin active 
immunization at the same time as prophylactic 
antitoxin is given, but the procedure is pr esate 
only if the dose of antitoxin is relatively small and 
if an extra dose of toxoid is included in the prima 
immunization schedule. Precipitated toxoid is pref- 
erable to fluid toxoid for this purpose. 


Because of space limitation the references will be pub- 
lished in the author’s reprints only. 
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NEW DATA ON MORBIDITY FROM CANCER 


INAL analysis of valuable new data on 
K cancer in the United States appears in a 

monograph published by the United 
States Public Health Service.’ The basic 
data were obtained in a survey begun in 1938 by 
the National Cancer Institute, and they relate to 
10 metropolitan areas. The study of intercity differ- 
ences therefore is possible. The 1937-1938 mor- 
bidity study of the 10 cities was published in 
1944.? Since two decades have elapsed from the 
time the survey began, it is possible to examine 
the data for secular trends. 

Preliminary study of the basic data showed that 
office patients were much less likely than hospital 
patients to have the diagnosis of malignancy verified 
by histological examination of biopsy or autopsy 
material. The relation of socioeconomic status to the 
incidence of cancer in various sites is one significant 
feature of this study. The difference between office 
and hospital patients and the fact that the percent- 
age of patients who do not go to a hospital varies 
greatly in different parts of the country were duly 
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taken into account in interpreting the results. This 
is but one illustration of the complexity of a problem 
which was investigated with great care. 

After corrections for age, the incidence rates for 
male and female were found to be essentially equal, 
but striking differences were found between races 
and among the various age groups. Outstanding, 
perhaps, is the increased susceptibility of older 
persons, so that by age 90 the chance of developing 
cancer is 200 times that at ages 5 to 15 years. For 
cancer of the lung, urinary bladder, stomach, and 
prostate, no consistent differences appeared in the 
age distributions of cases when classed by stage of 
disease at diagnosis. It was not certain that cases 
first diagnosed at time of death or after remote 
metastases had developed could have been diagnosed 
at an appreciably younger age. This agrees with the 
results of a study in Connecticut which showed 
little progress in the early recognition of cancer in 
inaccessible sites and revealed that in the case of 
cancers of the digestive system the percentage 
diagnosed while still localized was actually less in 
1947-1951 than it had been in 1935-1940. This is 
significant in view of the current assumption (and 
hope) that the early diagnosis of cancer increases 
the likelihood of successful treatment. 

Another common assumption is that mass screen- 
ing programs, periodic health examinations, and 
alertness on the part of patients and physicians will 
increase the likelihood of early diagnosis and so 
increase the likelihood of successful treatment. Here 
the analysis becomes extremely difficult. The results 
again are not encouraging, for the data do not lend 
any sound support to either assumption. One is re- 
minded of a statement made eight years ago that 
“It has not been proved that the survival rate of 
cancer of the breast, using the 5-year survival rate 
as an index, is affected by treatment at all.”* A 
similar conclusion was reached in a recent study of 
230 cases of untreated breast cancer by Philipps, 
who found that the survival rate calculated from 
onset of symptoms was consistently higher for 
treated patients but that the differences were not 
significant.” 

The new data are also analyzed with respect to 
some geographical factors. While statistical data 
usually answer only the questions they are designed 
to answer, when they are classified geographically 
it is always possible that sharp regional differences 
might lead to the recognition of some peculiarity of 
soil, weather, flora, fauna, food, occupation, or social 
patterns of fundamental significance. In the present 
analysis no fresh clues as to the etiology of cancer 
are uncovered. The present investigation is out- 
standing for the breadth of its scope and the care 
with which the results have been interpreted. Para- 
doxically, much of its value is in some of the nega- 
tive conclusions to which it leads. This helps to clear 
the way for work in other directions. The need for 
continued research could not be more pressing. 
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THE PRESIDENT’S PAGE 


A MONTHLY MESSACE 


“Doctor, I have been named to my local society’s 
grievance committee. But I am not going to serve. 
I see no reason why I should be put on the spot, 
taking abuse from patients and colleagues who 
don't like the committee’s decision.” 

This is part of an actual conversation I had re- 
cently with a physician during a stopover in the 
Midwest. I disagreed with the doctor for several 
reasons and I enumerated them to him like this: 

First, I believe that participation in local and 
society affairs definitely helps to make an individu- 
al a better physician in the community. For exam- 
ple, if each of us were to serve a two, three, or 
four year term on a grievance committee, I am 
convinced that we would gain a great deal of under- 
standing and knowledge of patients and ourselves. 

Second, I do not believe that patients or col- 
leagues resent fair and reasonable decisions that 
are rendered after careful and thorough considera- 
tions of both sides of a grievance. 

And third, the grievance committee is a valuable 
service performed by the medical society for the 
public and for the profession. The resolving of 
grievances is our responsibility to patients. If by our 
indifference and disinterest we fail the public, then 
an outside agency or authority is certain to be 
brought in to assume our functions—no matter how 
rightfully they now belong to us. 

Let’s remember, too, that the grievance commit- 
tee protects the ethical practitioner as well as 
guarding against the unethical physician. Just as 
the grievance committee will condemn the exorbi- 
tant fee and the unnecessary medical procedure, 
so it also will exonerate the good doctor against 
the indiscriminate and groundless accusations of 
the “griper” and the complainant who demands the 
most from his physician but who often wants to pay 
little or nothing. 
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This kind of protection to its medical society 
members is a responsibility of the grievance com- 
mittee. On the other hand it is only proper and 
necessary that all physicians in the society cooper- 
ate with the committee. They must present data to 
the committee when requested and must appear 
before the committee when asked. To do less is to 
erode the usefulness and effectiveness of the griev- 
ance committees. 

The committee, of course, has certain responsi- 
bilities to the physicians and the patients who are 
parties to the alleged grievance. It must not think 
that a grievance is too complicated. All the facts 
must be gathered. It must not postpone a decision, 
hoping that delays might “kill” the grievance. 

Members also must be straightforward in their 
approach, reviewing the case objectively. To allow 
personalities to enter the case or the decision is a 
disservice to the patient, to the physician, and to 
the entire medical profession. 

Service on a grievance committee is not for the 
mushmouths, the spineless, or the mindless. Mem- 
bership requires an ability to call the shots as one 
sees them. 

In my opinion it would be unfortunate if even 
one of our more than 1,100 grievance committees 
were to be turned into a “whitewash” committee. 
But if physicians are apathetic and indifferent to 
their service or their duties on the committee, then 
I am afraid we are in for a good deal of justified 
criticism. 

Selection to serve on a grievance committee is 
to me a distinct honor. To reject it out of fear of 
what someone might say is bad enough; to accept 
it and serve without interest and vigor is a real 
tragedy. 


Louis M. Orr, M. D. 
Orlando, Fla. 
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ORGANIZATION SECTION 
— 


STATEMENT TO INTERSTATE AND FOREIGN 
COMMERCE COMMITTEE ON S. 1283 


August 13, 1959 


Senator Warren G. Magnuson, Chairman 
Interstate and Foreign Commerce Committee 
United States Senate 

Washington 25, D. C. 


Dear Mr. Chairman: 


We have been advised that your Committee is 
currently conducting hearings with respect to S. 
1283, 86th Congress, a bill to regulate the interstate 
distribution and sale of packages of hazardous sub- 
stances intended or suitable for household use. I 
would like to request that this letter, which out- 
lines the position of the American Medical Associa- 
tion, be inserted in the record of the hearings. 

Uniform legislation to require precautionary 
labeling of all chemical products containing haz- 
ardous substances has been an objective of medical 
and health groups for nearly a century. Over 75 
years ago, the American Medical Association 
adopted a resolution urging Congress and the vari- 
ous state legislatures to enact legislation to require 
lye to be sold as a poison and under a poison label. 
Later resolutions were adopted in 1910 and 1918 
urging the proper labeling of caustic poisons. 
These actions culminated in the formation of an 
Association Committee, under the Chairmanship of 
Dr. Chevalier Jackson, a noted otolaryngologist of 
Philadelphia, to obtain legislation regulating the 
sale of caustic products. 

In 1923, the House of Delegates of the American 
Medical Association adopted a resolution which 
called attention to the fact that the domestic use of 
concentrated lye and other caustic alkalies and 
corrosive substances was a recurring cause of death 
and distressing disability among children. It recom- 
mended, in the interest of public health and safety, 
that the packing, labeling and distribution of such 
substances be regulated by law. The Association 
Committee thereafter prepared a model state law 
and a bill for introduction in Congress. The Federal 
Law was enacted in 1927, and the model state bill 
has been enacted in a number of states. 

Since that time many new compounds for house- 
hold, commercial and industrial use have been in- 
troduced which are not covered by the above 
mentioned legislation. Presently, there is no broad 
law which requires the precautionary labeling of 
hazardous substances at the national level. Various 


attempts have been made in recent years to extend 
the scope of existing legislation to require pre- 
cautionary labeling of potentially harmful chemicals 
in commerce. The first of these attempts was the 
Bingham bill of 1932 which called for the labeling 
of certain chemical products, particularly those 
evolving injurious vapors. This bill served to focus 
attention on the need for a sustained, dynamic 
program for the development of precautionary 
labeling for hazardous chemicals. 

Several years ago, at one of the periodic meetings 
of the American Medical Association’s Committee 
on Toxicology with various chemical industry 
groups, a recommendation was made that the AMA 
consider the development of model legislation to 
require precautionary labeling of household and 
industrial chemicals not so regulated. The Commit- 
tee was subsequently authorized to undertake this 
task and has spent two years surveying existing 
legislation, reviewing various labeling schemes 
proposed in this country and abroad, and consulting 
numerous associations and qualified authorities. 
This study has revealed the need for: 

(1) A broad and encompassing label law as a 
weapon in any successful attack on accidental 
poisoning from harmful chemicals. Lack of infor- 
mation about hazardous ingredients in cases of poi- 
sonings have enhanced their gravity by complicat- 
ing or delaying treatment. 

(2) Directing such a law toward the reduction 
in careless handling and storage of potentially 
harmful products, which are found in and around 
the house, in small businesses, and in other areas 
where the control of exposure to chemicals is not 
as guarded as in the manufacturing process. The 
law should require informative labeling, which 
would include a list of hazardous ingredients, their 
potentialities for harm, directions for safe use, and 
first-aid instructions. 

(3) Similar labeling standards for chemicals for 
export to foreign countries, thereby obviating the 
recurring complaint that less-than-standard prod- 
ucts are sold to foreign purchasers. 

(4) Label warnings based on the anticipated 
degree of danger and the use of words and symbols 
that facilitate recognition. In practice, however, few 
persons are sufficiently interested or informed to 
analyze the precise shades of meaning given to the 
signal words such as “danger,” “warning” or “cau- 
tion” and thereby act accordingly. Therefore, con- 
sideration should also be given to the use of familiar 
warming symbols such as a flame for inflammable 
substances or a skull and crossbones for very poi- 
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sonous substances because they are readily recog- 
nized and meaningful even to the illiterate. The 
use of carefully chosen symbols in conjunction with 
the signal word “danger” for substances presenting 
the greatest hazard would facilitate recognition and 
bridge the language barrier. 

In this connection, the following modifications of 
S. 1283 are recommended in order to provide ade- 
quate protection for the user of such products in 
the home or at work: 

(a) Extend the scope of the bill to apply to all 
hazardous substances “distributed as packaged 
chemicals for non-manufacturing purpose” rather 
than simply to those “intended or suitable for house- 
hold use.” 

(b) Require the same labeling for chemicals ex- 
ported to foreign countries as those for domestic 
consumption by deleting the word “not” on line 1 
page ll. 

(c) Include appropriate warning symbols (safety 
pictographs such as the skull and crossbones) to 
various types of hazard (i. e.—flammable, explosive, 
poison) associated with the more dangerous prod- 
ucts. In this connection, the Committee’s attention 
is invited to the warning symbols adopted by the 
International Labor Organization and the United 
Nations for explosive, flammable and poisonous 
materials. 

On behalf of the American Medical Association, 
I would like to thank you for the opportunity of 
presenting our position with respect to S. 1283, 86th 
Congress. 

Sincerely, 

F. J. L. BrasincamMe, M.D. 
Executive Vice-President 


DR. TALBOTT APPOINTED EDITOR OF 
THE JOURNAL 


The Board of Trustees has appointed Dr. John 
H. Talbott, professor of medicine at the University 
of Buffalo School of Medicine and _physician-in- 
chief at Buffalo General Hospital, as Director of the 
Division of Scientific Publications and Editor of 
THE JOURNAL. 

Dr. Talbott was born in Grinnell, Iowa, in 1902, 
and received his medical degree from Harvard 
Medical School in 1929. He interned at the Presby- 
terian Hospital, New York, then returned to Har- 
vard and to the Massachusetts General Hospital in 
1931, serving, except for five years in military serv- 
ice, in teaching and clinical positions until 1946, 
when he became physician-in-chief at the Buffalo 
General Hospital. He did postgraduate work at the 
University of Géttingen, Germany, in 1932, and at 
the University of Innsbruck, Austria, in 1937. He 
was a member of an International High Altitude 
Exposition to South America in 1935 and a member 
of a team that studied the frostbite problem among 
U. S. troops in Korea in 1951. For 11 years he has 
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been editor of Medicine, a quarterly journal de- 
voted to advances in research in medical science. 
Commissioned in the U. S. Army Medical Corps in 
World War II, he served as chief of laboratory 
services at the Sixth General Hospital and as com- 
manding officer of the Climatic Research Labora- 
tory at Lawrence, Mass., for which services the 
Legion of Merit was awarded. 

Dr. Talbott will take over his new duties about 
October 20, succeeding Dr. Johnson F. Hammond, 
who for 37 years has been on the staff of THE 
JourNAL as news editor, assistant editor, associate 
editor, and editor, except for three years during 
World War II when he served in the Surgeon Gen- 
eral’s Office to organize and edit the Bulletin of the 
U. §. Army Medical Department, for which serv- 
ice the Legion of Merit was awarded. Dr. Ham- 
mond will continue his service on THE JOURNAL 
as Editor Emeritus. 


STATEMENT OF DR. FREDERICK C. SWARTZ 
TO THE SUBCOMMITTEE ON PROBLEMS 
OF THE AGED AND AGING 


SENATE LABOR AND PUBLIC WELFARE COMMITTEE 


August 5, 1959 
Mr. Chairman and Members of the Subcommittee: 

I am Dr. Frederick C. Swartz of Lansing, Michi- 
gan, Chairman of the American Medical Associa- 
tion’s Committee on Aging. The medical profession 
applauds the Senate’s concern with the aged and 
aging and the way in which this subcommittee is 
going about its work. It is commendable that you 
have set out to gather all available facts before 
seeking any conclusions. Your approach to this 
complex subject is similar to our own. We too have 
been after the facts since 1955, when the A. M. A. 
first appointed its Geriatrics Committee and 
charged it with the responsibility of studying the 
diseases of the aged. 

We quickly realized that there are practically 
no diseases of the aged. There are simply diseases 
among the aged, which is a far different thing. We 
concluded, therefore, that the real area of our con- 
cern was more properly the health of the aged and 
aging. The Geriatrics Committee was renamed the 
Committee on Aging, and ever since, every aspect _ 
of living which bears directly or indirectly on the 
health of our older people has been under our in- 
tensive study. Good health is far more than the 
mere absence of disease or infirmity. This is only its 
negative side. Health is also the positive state of 
physical, mental, and social well-being, and any 
factor which detracts from that well-being detracts 
from the individual’s total health. 

Loneliness, rejection, and lack of useful things to 
do affect the general health of the aged. Harden- 
ing of the arteries is certainly no worse than soft- 
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ening of the will to live. This applies to every 
human being, but particularly to the aged. The 
older person wants just about the same things 
that the rest of us do: to be part and parcel of his 
environment; to be loved; to belong; to feel that his 
skills and talents have value, and that they will be 
used and appreciated. These are the fundamentals. 
We are, however, prone to forget them when we 
discuss the problems of the aged. We tend to talk 
in terms of medical need. We forget that medicine 
does not function in a vacuum but in the context of 
a society. In that context, medicine becomes only a 
segment of the broad spectrum of health in its 
broadest sense. 

All of us—no matter who we are, what we do, or 
where we live—have definite responsibilities in re- 
gard to our elder citizens. We believe it is society's 
responsibility to stimulate, in older people, that in- 
tangible quality called the will to live. I have seen 
people with this quality survive illnesses against 
which they seemed to have little chance. I have 
seen people without this quality die long before 
they should. The will to live is the difference be- 
tween fighting on and giving up—the difference 
between staying in the mainstream of life, active 
and interested, or becoming segregated and remote 
from life, a passive spectator who no longer cares. 
People who feel rejected, shunted to the sidelines 
by society, all too often lose the will to live. Medi- 
cal and hospital care, important as they are, can 
never compensate for rejection. To stay alive and 
make their later years full and rewarding, old peo- 
ple must care, but they will not care unless we 
make it plain that we want them to care because 
we care about them—that we value their wisdom 
and experience and are anxious to use it. 

We believe that it is society's responsibility to 
encourage our elders in their desire to be self-re- 
liant, to maintain faith and pride in themselves. 
Most of these people don’t want to be the wards of 
anyone. They want a helping hand if needed, but 
not a handout. Anything that undermines the self- 
respect of a man or woman undermines health 
and saps the will to live. I know of an elderly wom- 
an, plagued with all sorts of physical problems, 
who repeatedly urged the son with whom she lived 
to accept part of her own limited income for house- 
hold expenses. The son neither wanted nor needed 
the money, but he finally agreed. It wasn’t at all 
important to him, but it was important to her. She 
felt she had regained her self-respect. Her health 
improved accordingly. 

We believe it is society’s responsibility to assist 
older people in their desire to be treated as indi- 
vidual persons, each with different physical chem- 
istry, different hopes, different needs. The 15 mil- 
lion persons we are talking about are alike in only 
one way: they are all 65 years of age or older. 
They are not a homogeneous group. They have no 
uniform list of wants that can be met by some con- 
venient, all-encompassing master plan. They are in- 
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dividual persons, and we must always remember 
it. Many work at the old job still—some because 
they want to, others because they must. Many have 
retired—some because they had to, others because 
they wanted to. Many are finding a life rich and 
deeply satisfying. Others are ready to throw in the 
sponge. The point is that all of them are different. 

Moreover, we believe that it is society's responsi- 
bility to encourage our elder citizens in their desire 
to be useful. Actually, this is more than a desire: 
It is a right. The right to be useful should be just 
as inalienable as the right to dissent or any other 
right. Somewhere, someone, sometime, decided 
that the age of 65 years was old. It was as unsound 
a judgment as it was arbitrary, but once uttered, 
it was the first step to the conclusion that 65 was 
too old, and the idea spread. As ridiculous as it 
seems, numberless Americans now believe that 65 
candles on the birthday cake disqualify a man for 
anything better than baby-sitting, whittling, or 
sleeping in the sun. This is shockingly evident in 
the field of employment, where a man’s right to be 
useful is frequently abridged by compulsory retire- 
ment policies. 

Many of the same firms that hire so carefully, 
taking into account the person's training, skills, 
attitudes, and potentials, find nothing inconsistent 
in the retirement of a valuable employee by a 
chronological rule of thumb. This is a case where 
no one benefits—neither the employer nor the work- 
er compelled to retire. Most of our older people 
want to work and need to work, and good em- 
ployees are not easy to replace. Retirement is fine 
for those who want it, but age should not be the 
determining factor. Some men are old at 50. Others 
are vigorous and capable at 75. Personnel policies 
should be flexible enough to take this into account 
and to use the yardstick of ability instead of the 
yardstick of age. 

It may not seem that the matter of compulsory 
retirement has much to do with health, but I can 
assure you, as a physician, that it does. A man who 
has spent a quarter of his life learning to become 
independent, and a half of his life being independ- 
ent, is suddenly cut off from his work. Suddenly 
he has been denied the right to be useful. Unpre- 
pares for the sudden change in status, he finds 

imself at loose ends, burdened by a leisure he 
hasn't learned how to use. All at once he notices 
a subtle change in the attitude of his family, of 
his friends, of his community. He is no longer the 
breadwinner. He has become overnight a man 
who no longer works for his living, a man whose 
time hangs heavily on his hands, a man whose 
stature has mysteriously diminished. 

To compensate for that which he has lost, he 
often develops aches and pains, and whether some 
of them are imaginary or not, he suffers just the 
same. The doctor who treats this man is faced with 
a sociological as well as a medical problem. Phy- 
sicians have yet to find an antibiotic for loneliness 
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or rejection. We must, therefore, think of the medi- 
cal challenge as only a segment of the total chal- 
lenge. While the physician practices preventive 
medicine and seeks to forestall the disabling ill- 
ness which can cripple an older person, society 
must also take the necessary steps to meet the oth- 
er existing needs that are just as important. Society 
must, through education, prepare people for retire- 
ment and old age. It must think in terms of the 
older person’s many other requirements, whether 
they be in housing, recreation, or community un- 
derstanding. Until society recognizes this fact, we 
will be taking a piecemeal, hit-or-miss approach to 
a problem that demands a broad-spectrum solu- 
tion. 

In much of the world no challenge is posed by a 
large number of old people. In much of the world 
they just don’t get old. They die young. Thank God 
we in America have the “problem” of 15 million 
Americans who constitute one of our greatest as- 
sets, and thank God an increasing number of per- 
sons and groups have accepted the -challenge and 
are beginning to meet it. The medical profession, 
together with the many others who work in the 
field of health, is proud of having increased the 
life span of the average American. This increase in 
years has been accompanied by a rise in health 
levels for all ages, including those over 65. It is the 
responsibility of all our citizens to work together 
to insure that the lives we have helped prolong are 
as satisfactory in their later years as they were in 
youth. 

I promise you, gentlemen, that the American 
doctor will do his part and more, but the answers 
that must be found and the solutions that must be 
reached involve every segment of our population: 
every profession, occupation, industry, labor organ- 
ization, religious denomination, civic group, com- 
munity, and—most important of all—every family 
unit. All must share the common responsibility. 

I am proud that the solutions are being found, 
that real progress is being made through the coop- 
erative efforts of private citizens. Working volun- 
tarily, they are proving their ability to do the job 
in their own communities—and do it effectively and 
well. A few specifics from their record of accom- 
plishment are appended to this testimony. The 
medical profession has continued in its role of pro- 
viding leadership and support to the general vol- 
untary effort. At this time it is enough to say that 
retirement villages, new nursing homes, chronic 
disease care centers, home care programs, recrea- 
tional facilities, and research projects are being set 
up from coast to coast in substantial number, and 
many more are on the way. 

Our state and local medical associations have 
moved promptly to make the American Medical 
Association’s six point program, which I discussed 
with this subcommittee in June, an effective and 
workable instrument. The medical needs of the 
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aged involve the chronic illnesses and the so-called 
degenerative diseases. In a large percentage of pa- 
tients the main need is not for an expensive hospital 
stay or a surgical operation, but for medical care 
at home or in the doctor's office. In others, the 
important requirement is nursing care in the pa- 
tient’s home, or the home of relatives, and in still 
others, custodial care in a nursing home or public 
facility may be the only answer. The point is that 
the medical needs of this particular segment of 
the population are subject to countless variations. 

Wherever possible, we try to keep our older 
patients out of institutions and functioning in so- 
ciety. Our object is to help them lead lives as nor- 
mal as possible—lives which will minimize their 
dependence. This means that we want them to 
have easy access to medical and hospital services, 
adequate and suitable housing, specialized and 
personal services, and sources of rehabilitation 
where needed. We are working to reduce the cost 
of services, which calls for new and improved fa- 
cilities specially tailored to the particular require- 
ments of the older citizen. The A. M. A. has there- 
fore supported a government-insured loan program 
of the F. H. A. type for nongovernmental hospitals 
and nursing homes, whether of a nonprofit or pro- 
prietary nature. It has recommended changes in the 
Hill-Burton Act to help the individual states ear- 
mark more money for nonprofit nursing homes. 

The A. M. A. continues to back further experi- 
ments with progressive hospital care, home care 
programs, and homemaker services, all of which 
have the common purpose of reducing the length of 
hospital and nursing home confinement by allowing 
the earlier discharge of patients. To encourage the 
trend to private health insurance, the A. M. A. 
House of Delegates adopted a proposal which ap- 
plies specifically to those over 65 with modest re- 
sources or low family income. In this proposal, the 
A. M. A. urged physicians to set their fees at a 
level which will permit the development of insur- 
ance and prepayment plans at a reduced rate. The 
reaction, by state and local medical associations, 
has been heartening. 

There are now 25 plans in 23 states in which 
Blue Shield plans enroll those over 65, and all Blue 
Shield plans now permit persons over 65 to con- 
tinue their coverage. Further, in almost every other 
state in the country, our medical societies, in coop- 
eration with the plans they sponsor, are working 
out programs of a similar nature. We believe the 
solutions we seek are to be found in private and 
voluntary action at the community level, and in 
private health insurance and prepayment plans 
which have made revolutionary progress since 
World War II and are still increasing their gains. 
At the end of 1945, only 32 million people were 
covered under such voluntary programs; but by 
the end of 1958, the number had soared to 123 
million. Putting it another way, fewer than one 
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American out of three had health protection in 
1945, yet today, the figure is nearly three out of 
four. 

This is important, for it indicates that prepay- 
ment plans and the health insurance industry, by 
providing more and expanded health coverage for 
all age groups, are anticipating and solving tomor- 
row’s health care financing problem. Each year, 
more and more of the Americans who are reaching 
65 are covered. The problem of financing health 
services for the aged is therefore a temporary, not 
a permanent one. Dozens of different type policies 
are now available. Among them are policies guar- 
anteed renewable for life; policies to cover those 
over 65; coverages that will continue after retire- 
ment; and group policies that may be converted 
to individual coverage on termination of employ- 
ment. 

According to the Health Insurance Association 
of America, 60% of our senior citizens who need 
and want health insurance will have protection b 
the end of next year. Further, that percentage will 
increase until 75% will be covered in 1965, and 90% 
in 1970. In other words, the problem of financing 
the health care of our older people is being met by 
private insurance and prepayment plans; and the 
particular hospital and medical needs of the aged 
are being met by voluntary effort, by private citi- 
zens, at the community level. The health pro- 
fessions and the communities are doing the job— 
a job they know and understand. 

Dr. Michael M. Dasco, director of physical med- 
icine and rehabilitation at New York’s Goldwater 
Memorial Hospital, recently expressed in Life 
magazine an opinion with which I thoroughly 
agree. He said: 

In our society, the responsibility for taking care of the old 

n rests primarily with his family. If the family cannot 
fulfill this responsibility, then it passes to the community, 
then to the state. Only as a last resort should the federal 
government step in. 


A sage but unknown author summed up most 
effectively the point that age is relative when he 
wrote: 


Youth is not a time of life. It is a state of mind. It is a 
temper of the will—a quality of the imagination—a vigor ot 
the emotions. Nobody grows old by merely living a number 
of years. People grow old only by deserting their ideals. 
Years wrinkle the skin, but to give up enthusiasm wrinkles 
the soul. Worry, doubt, self distrust, fear and despair—these 
are the long, long years that bow the heart and turn the 
greening spirit back to dust. Whether sixty or sixteen, there 
is in every human being’s heart the lure of wonder, the 
undaunted challenge of events, the unfailing child-like ap- 
petite for what next, and the joy of the game of living. We 
are as young as our self-confidence, as old as our fear; as 
young as our desire, as old as our despair. 


I should like to thank the members of this sub- 
committee for the opportunity of expressing some 
of the views of the medical profession on the prob- 
lems of the aged and aging. I shall be glad to at- 
tempt to answer any questions you may have. 
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GOVERNMENT SERVICES 


FEDERAL AVIATION AGENCY 


Personal.—The following key appointments in the 
office of the civil air surgeon were made: Dr. John 
E. Smith, chief, research requirements division; Dr. 
Homer L. Reighard, chief, medical standards di- 
vision; Dr. James H. Britton, chief, medical certifi- 
cation division; Dr. Paul T. Bruyere, chief, stand- 
ards evaluation branch; Capt. Carl E. Wilbur 
(U.S.N.), chief, accident studies branch; and Major 
Wayne R. Otto (U.S.N.), chief, rules and proce- 
dures branch. These men will serve under the direc- 
tion of Dr. James L. Goddard, recently named 
FAA’s first civil air surgeon. 


PUBLIC HEALTH SERVICE 


Plan to Improve Mental Health.—Surgeon Gen. 
Leroy E. Burney appointed an ad hoc committee 
to develop a basis for improved planning of mental 
health facilities throughout the nation in response 
to a recommendation of state mental health author- 
ities. The group will work with the Public Health 
Service in formulating therapeutic and administra- 
tive guidelines which can be used in developing 
statewide plans for mental health facilities. In the 
past, emphasis was placed on providing large insti- 
tutions for the care of the mentally ill. Services 
now being developed include outpatient and emer- 
gency service through hospital clinics or mental 
health centers and increased use of general hospi- 
tals for the treatment of psychiatric patients, half- 
way houses, and nursing homes. 

The committee, to meet in Washington, D. C., 
Oct. 12 and 13, includes Dr. John J. Bourke, execu- 
tive director, New York Joint Hospital Survey and 
Planning Commission, Albany; Dr. Bernard Bucove, 


- director, Washington State Department of Health, 


Seattle; Dr. Dale C. Cameron, director, division of 
medical services, Minnesota State Department of 
Public Welfare, Minneapolis; Dr. R. L. Cleere, di- 
rector, Colorado State Department of Public Health, 
Denver; Dr. Terrell O. Carver, administrator, Ida- 
ho Department of Health, Boise; Dr. Hiram W. 
Davis, commissioner, Virginia State Department of 
Mental Hygiene and Hospitals, Richmond; Herbert 
G. Fritz, chief, division of hospitals, Maryland 
State Department of Health, Baltimore; Dr. Stewart 
T. Ginsberg, commissioner, division of mental 
health, Indiana State Department of Health, In- 
dianapolis; Dr. Jack C. Haldeman, chief, division of 
hospital and medical facilities, Public Health Serv- 
ice, Washington, D. C.; Dr. Robert T. Hewitt, chief, 
hospital consultant services, Community Services 
Branch, National Institute of Mental Health, Be- 
thesda, Md.; Mrs. Louise Waagen Masters, direc- 
tor, division of hospital facilities, New Mexico De- 
partment of Public Health, Santa Fe; and Dr. Harold 
L. McPheeters, commissioner, Kentucky State De- 
partment of Mental Health, Louisville. 
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COUNCIL ON NATIONAL DEFENSE 


The Council on National Defense, American 
Medical Association, is sponsoring the 10th annual 
conference of the County Medical Societies Civil 
Defense Organization. The conference will be held 
at the Morrison Hotel, Chicago, on Nov. 7-8, 1959. 


Program 


These yearly conferences are planned to inform 
and otherwise assist medical and health personnel 
for their respective roles in disasters. Conferees 
have the opportunity (1) to participate in workshop 
sessions concerning medical preparedness to cope 
with disasters, (2) to discuss and exchange informa- 
tion dealing with emergency medical services, (3) to 
be informed on the availability of pamphlets and 
articles devoted to the medical and health aspects 
of civil defense, and (4) to hear outstanding speak- 
ers report on appropriate civil defense and dis- 
aster topics. 

On the afternoon of Dec. 1, 1958, fire broke out 
in Our Lady of the Angels’ school in Chicago. 
There were 95 deaths and several hundred school 
children were casualties. Three months later, a tor- 
nado hit St. Louis. The toll was several fatalitiés, 
300 casualties, and extensive property damage. Dis- 
asters like these are constantly testing our individ- 
ual and community stamina. They test our civil 
defense preparedness. There is no better way, short 
of war, to determine the operational capabilities 
and adequacy of medical civil defense planning. 

Two reports at the conference will discuss the 
hospital and medical disaster programs in operation 
during the school fire and tornado. 

A highlight of the conference will be a talk by 
Congressman Melvin Price on the environmental 
and biological effects of nuclear warfare. Recent 
hearings conducted by a Joint Congressional Atomic 
Energy Subcommittee assumed that a hypothetical 
attack produced 48,900,000 deaths. In spite of the 
tremendous number of deaths and staggering num- 
ber of casualties created by the attack, the one-week 
hearings ended with the conclusion that the nation 
could recover from such an attack and that protec- 
tion measures are feasible and could greatly reduce 
the casualties. Congressman Price is a member of 
the Joint AEC Committee. 

What you should know about chemical and 
biological warfare will be one of the topics dis- 
cussed at the conference. Major Gen. Marshall 
Stubbs, Chief Chemica! Officer of the Army, is the 


Members of the program committee are Carl J. Sprunk, M.D., Chair- 
man, Francis C. Jackson, M.D., and Frank W. Barton. 


MEDICAL CIVIL DEFENSE CONFERENCE 


speaker on this subject. As a result of testimony 
by leading military experts on CB warfare possi- 
bilities, the House Committee on Science and As- 
tronautics recently issued a lengthy report recom- 
mending an increase to about 125 million dollars 
a year for research in this field by the Army Chem- 
ical Corps and a program to broaden public un- 
derstanding of the dangers and uses of CBR agents. 


Registration and Reservations 


The conference group is self-supporting. As in 
the past, a registration fee is charged to defray the 
costs of the two luncheons and other administrative 
expenses of the conference. The registration fee is 
$10. Those planning to attend the conference are 
urged to mail their registration cards and fees 
promptly. The Morrison Hotel, 79 W. Madison St., 
Chicago, has set aside a block of rooms for the 
convenience of conferees. Individuals are urged to 
write directly to the hotel for reservations, making 
mention of the conference. Those desiring addi- 
tional information about the conference are re- 
quested to contact Mr. Frank W. Barton, Secretary, 
Council on National Defense, American Medical 
Association, 535 N. Dearborn St., Chicago 10. 


SATURDAY—NOV. 7, 1959 
SOUTH CONSTITUTION ROOM, MORRISON HOTEL 


8:00- 9:00 Registration—lst Floor Foyer 
9:00- 9:05 Call to Order 
Cart J. Sprunk, M.D. 
9:05- 9:15 Welcome Address 
FRANKLIN Yooer, M.D. 
9:15-10:55 Civil Defense in the Federal Government 
9:15- 9:35 (a) The OCDM Program 
Lewis E. Berry 
9:35- 9:55 (b) Medical and Health Activities— 
OCDM 


W. PaLMER Deanrinc, M.D. 
9:55-10:15 (c) The U. S. PHS Program 
CarruTtH J. Wacner, M.D. 
10:15-10:35 (d) The VA Program 
WiLuiaM S. Mipp.etron, M.D. 
10:35-10:55 (e) Military Assistance for Civil Defense 
Capt. Henry T. GANNon, MC, USN 
10:55-11:10 Break Period 
11:10-11:40 Congressional Review of Environmental and 
Biological Effects of Nuclear Attack 
Honorable MELvin PRICE 
Operation of Small Hospital During Chicago 
School Disaster 
J. E. Secraves, M.D. 
12:00-12:30 Disaster Education in Medical Schools 
STANLEY W. Oxson, M.D. 
12:30- 2:00 Luncheon—North Constitution Room 
Civil Defense Fantasies and Realities 
Georce R. Price, Ph.D: 


11:40-12 
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2:00- 2:15 Assembly for Workshop Sessions—South Con- 
stitution Room 

2:15- 5:00 Workshop Sessions 
Conferees to divide into four groups to discuss 
specific medical and health CD topics. Sum- 
mary written reports of the workshop sessions 


will be prepared and distributed to all con-. 


ferees. 
I—Organization and Utilization of Hospital and 
Auxiliary Hospitals for Civil Defense, Includ- 
ing Location and Use of 200-Bed OCDM 
Hospital—South Constitution Room 
Group Leaders: W. PaLMER Deaninc, M.D. 
and N. HATFIELD 
II—Practical Aspects of Radiation Hazards and 
Shelter Protection—Parlor B 
Group Leaders: Justin J. Stein, M.D. and 
C, Luetn, M.D. 
I1I—Practical Aspects for Mobilization and 
Training of Medical and Health Personnel in 
Care of Mass Casualties—Parlor C 
Group Leaders: Carnro_tt P. Huncate, M.D. 
and CarrutH J. WaGNeEnr, M.D. 
IV—Provision for Nonmedical Utilities and 
Services in Disasters—Parlor D 
Group Leaders: Frank F. ScHape, M.D. and 
Curtis H. Lonr, M.D. 

6:00- 7:00 Social Hour—North Constitution Room 


SUNDAY-—NOV. 8, 1959 
SOUTH CONSTITUTION ROOM 


9:00- 9:15 Training Medical Aides for Civil Defense 
Cuar.es L. LEEpHAM, M.D. 
9:15- 9:30 The CD Role of Pharmacists 
(Speaker to be selected.) 
9:30- 9:50 Errors in Civil Defense Thinking 
E. A. Burxnarprt, M.D. 
9:50-10:10 Business Session 
Cart J. Sprunk, M.D., Presiding 
10:10-10:30 Collection and Transportation of Casualties 
and Positioning of Emergency Medical Aide 
Teams 
JoserH R. SHAEFFER, M.D. 
10:30-10:45 Break Period 
10:45-11:05 — of Casualties in St. Louis Tor- 
nado 
Curtis H. Lonr, M.D. 
11:05-11:35 Are Full-time Disaster Coordinators Needed 
in Hospitals? 
Yes—Francis C, Jackson, M.D. 
No—Joun N. HATFIELD 
11:35-12:00 What You Should Know About Chemical and 
Biological Warfare 
Major General MARSHALL Stusss, U. S. Army 
12:00- 1:30 Luncheon—North Constitution Room 
1:45- 2:00 Generating Community Support for a Medical 
CD Program 
A. SLatTery, M.D. 
2:00- 2:20 Changing Concepts of Disaster Medical Man- 
agement 
Frank F. Scuape, M.D. 
2:20- 2:40 Getting Public Acceptance of Civil Defense 
BERNARD HILLENBRAND 
2:40- 3:00 Development and Implementation of Minne- 
sota CD Plan 
M. D. Tyson 
3:00- 3:20 Disaster Program of Flying Physicians Asso- 
ciation 
Frank H. Coste, M.D. 
3:20- 4:00 Selected Movies 
4:00 Adjournment 
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PARTICIPANTS 


Lewis E. Berny, Deputy Director, Office of Civil and De- 
fense Mobilization, Washington, D. C. 

E. A. Burxnarpt, M.D., Chairman, Special Committee on 
Civil Defense and Catastrophe, Medical Society of the 
State of New York, New York. 

Frank H. Cosie, M.D., Chairman, Disaster Program, Fly- 
ing Physicians Association, Richmond, Ind. 

W. Pacmer Deaninc, M.D., Director of Health Services, 
Office of Civil and Defense Mobilization, Washington, D. C. 

Henry T. Gannon, Capt., MC, U. S. N., Military Assistant 
for Planning, Office of Assistant Secretary of Defense 
(Health and Medical), Washington, D. C. 

Joun N. Hatrievp II, Assistant Administrator, Burlington 
County Hospital, Mount Holly, N. J. 

BERNARD F. HILLENBRAND, Executive Director, National 
Association of County Officials, Washington, D. C. 

Carrot P. Huncate, M.D., Member, Committee on Dis- 
aster Medical Care, Council on National Defense, A. M. A.; 
Member, Council on National Defense, A. M. A., Kansas 
City, Mo. 

Francis C, Jackson, M.D., Member, Committee on Disaster 
Medical Care, Council on National Defense, A. M. A., 
Pittsburgh. 

Cuarces L, LEEDHAM, M.D., Director of Education, Frank 
E. Bunts Educational Institute, Cleveland. 

Curtis H. Lonr, M.D., Member, Committee on Civil De- 
fense, Missouri State Medical Association, St. Louis. 

Harotp C. Luvern, M.D., Chairman, Committee on Disaster 
Medical Care, Council on National Defense, A. M. A.; 
aa Council on National Defense, A. M. A., Evans- 
ton, Ill. 

S. Mipp.eton, M.D., Chief Medical Director, De- 
partment of Medicine and Surgery, Veterans Administra- 
tion, Washington, D. C. 

STANLEY W. Oxson, M.D., Dean, Baylor University College 
of Medicine, Texas Medical Center, Houston, Texas. 

GreorcE R. Price, Ph.D., Scientist, Writer, and Lecturer, 
New York. 

HONORABLE MELVIN Price, U. S. Congressman, 24th District 
of Illinois; Member, Committee on Armed Services and 
Congressional Joint Committee on Atomic Energy, Wash- 
ington, D. C. 

Frank F. Scuapve, M.D., Chief, Medical and Health Section, 
Los Angeles County and Cities Civil Defense Planning 
Board, Los Angeles. 

J. E. Secraves, M.D., Director of Disaster Plan, St. Anne’s 
Hospital, Chicago. 

JoserpH R. SHAEFFER, M.D., Chairman, Committee on Dis- 
aster Surgery, Committee on Trauma, American College of 
Surgeons, San Antonio, Texas. 

Paut A. Statrery, M.D., Co-Chairman, Disaster Commit- 
tee, Alameda-Contra Costa County Medical Association, 
Orinda, Calif. 

Cart J. Sprunk, M.D., Chairman, Medical Civil Defense 
Committee, Wayne County Medical Society, Detroit. 

Justin J. Stein, M.D., Chairman, Committee on Military 
Affairs and Civil Defense, California Medical Association, 
Los Angeles. 

MARSHALL Stubbs, Major Gen., U. S. Army, Chief Chemical 
Officer, Department of the Army, Washington, D. C. 

M. D. Tyson, Civil Defense Coordinator, Minnesota Depart- 
ment of Health, Minneapolis. 

CarrutH J. WaGNER, M.D., Chief, Division of Health Mo- 
bilization, Bureau of State Services, U. S. Public Health 
Service, Department of Health, Education, and Welfare, 
Washington, D. C. 

Franktin D. Yoper, M.D., Director, Division of Socio- 
Economic Activities, American Medical Association, Chi- 
cago. 
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MEDICAL NEWS 


ARKANSAS 

Outbreak of Rabies.—The Journal of the Arkansas 
Medical Society for August reported that Arkansas 
is experiencing on outbreak of animal rabies. The 
principal areas involved are 13 counties in south- 
west Arkansas, south and west of the Ouachita 
River and about 12 counties in eastern and north- 
eastern Arkansas. In addition, there are scattered 
cases of animal rabies in other parts of the state. 
As of May 30, 1959, a total of 10% cases of animal 
rabies were reported. This is mor. than twice as 
many cases for the same period of the previous 
year. The disease occurred in animals as follows: 
foxes 68, dogs 43, cattle 11, cats 5, mules 2, and 
skunk 1. The number of animal bites to people 
has likewise increased over the previous year. The 
number, as of May 30, reached a total of 468, as 
compared with 349 for the same period the pre- 
vious year. Many of these animal bites occurred 
in children. The cousties which gave completed 
dog vaccination programs reported 76,997 dogs as 
being vaccinated against rabies since Jan. 1 


CALIFORNIA 

Camera for Three-Dimension Studies.—Stanford 
Medical School radiologists have installed an im- 
proved x-ray motion picture camera in a labora- 
tory in the new medical center on campus. The 
apparatus films picture studies of the heart in three 
dimensions. Such studies are possible with the 
$100,000 device originally installed in the Stan- 
ford Hospital located in San Francisco. The project 
was financed by a grant from the National Heart 
Institute of the U. S. Public Health Service and 
by private gifts. A closed circuit television system 
will be incorporated into the unit for use in the 
new Stanford Medical Center. 


ILLINOIS 

Chicago 

Celebrate Northwestern Centennial.—A founders 
day convocation, a medical sciences colloquium, and 
a centennial dinner will mark the centennial cele- 
bration for the faculty of Northwestern University 
Medical School, Sept. 29 in Thorne Hall, Chicago. 
Conrad Elvehjem, Ph.D., president, University of 
Wisconsin, will present “Science and Medicine” at 
the convocation, at which the following will receive 
honorary degrees of doctor of science: Dr. Charles 


Physicians are invited to send to this department items of news of 
general interest, for example, those a to society activities, new 
tion, and public health. Programs should be received 

at least three weeks before the date of meeting. 


Best, Toronto, Ontario; Horace W. Magoun, Ph.D., 
Los Angeles; Dr. Irvine McQuarrie, Oakland, Calif.; 
Dr. Joe Vincent Meigs, Boston; Dr. Isidor S. Rav- 
din, Philadelphia; Dr. William S. Tillett, New York 
City; Dr. Shields Warren, Boston; and Dr. Elvehjem. 
Six papers are scheduled for the medical sciences 
colloquium beginning at 2 p. m. At the evening din- 
ner Horace W. Magoun, Ph.D., will present an 
address, “Concepts of Brain Function in North- 
western’s Century.” 


KANSAS 


Tubercular Mental Patients Go to Topeka.—Tuber- 
cular mental patients who had previously been 
cared for in small units at Osawatomie, Larned, 
and Topeka State Hospitals will all be treated at 
Topeka State Hospital in the future, according to 
a plan recently approved by the State Board of 
Social Welfare. Dr. Jaime Polit, tuberculosis con- 
trol physician at the Osawatomie hospital, said the 
last group of patients from West Pavilion, the 
tuberculosis unit, left Osawatomie on Aug. 18. In 
all, eight patients from Osawatomie and 16 from 
Larned were moved to Topeka. Reports from the 
three mental institutions indicated a total of 34 
patients in tuberculosis isolation in the three hos- 
pitals. It was decided that the number of such 
patients had been reduced sufficiently that their 
location in one facility was advisable, according 
to Dr. George W. Jackson, Topeka, director of 
institutions. 


Southwest Clinical Conference.—The 37th annual 
fall clinical conference of the Kansas City South- 
west Clinical Society will be held Oct. 5-8 in Kan- 
sas City. The program includes the following guest 


speakers: 


Dr. William Dameshek, Boston; Dr. Richard J. Bing, St. 
Louis; Dr. Brian B. Blades, Washington, Dr. 
Eugene M. Bricker, St. Louis; Dr. Edward A. a Cin- 
cinnati; Dr. Keith S. Henley, Ann Arbor, Mich.; Dr. 
Richard H. Marshak, New York City; Dr. George G. 
McHardy, New Orleans; Dr. William T. Moss, Chicago; 
Dr. Edward S. Orgain, Durham, N. C.; Dr. Oglesby Paul, 
Chicago; Dr. Charles B. Puestow, Chicago; Dr. Ralph A. 
Reis, Chicago; Dr. Louis M. Rousselot, New York City; 
Dr. Harold A. Sofield, Oak Park, Il].; Dr. Howard S. Van 
Ordstrand, Cleveland; and Dr. William L. White, Pitts- 
burgh. 

Dr. Maurice J. Ryan, president of the society, will 

open the first general assembly with an address. 

The Edward Holman Skinner Memorial Lecture, 

“Auto-Immune Hematologic Disease,” will be given 
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by Dr. Dameshek. Breakfast seminars, round-table 
luncheons, symposiums, forums, and technical ex- 
hibits are planned. 


MARYLAND 

General Practice Meeting in Annapolis.—The 11th 
annual assembly of the Maryland Academy of Gen- 
eral Practice will be held at Carvel Hall in Annap- 
olis, Oct. 10-11. The program includes the follow- 
ing papers and speakers: 


How to Avoid Professional Liability Claims, Mr. William 
J. McAuliffe Jr., Chicago. 

The Conquest of Toxemia of Pregnancy, Dr. Frank A. Fin- 
nerty Jr., Washington, D. C. 

Gout in Arthritis, Dr. John H. Talbott, Buffalo, N. Y. 

The Use of Hypnosis in General Practice, Dr. Jacob H. 
Conn, Baltimore. 

Freedom from Fear, Dr. Lester L. Coleman, New York City. 

The Place of Genetics in General Medicine, Dr. Barton 
Childs, Baltimore. 

New Tests to Aid in the Diagnosis and Management of 
Disease, Dr. Parker R. Beamer, Indianapolis. 

Is the Family Unit Obsolete?, George Devereux, Ph.D., 
New York City. 


The speaker at the annual banquet will be Dr. 
Fount Richardson, Fayetteville, Ark., president, 
American Academy of General Practice. The meet- 
ing will conclude with a clinical demonstration at 
the Anne Arundel General Hospital. 


MICHIGAN 

Dr. Wiley Named —On June 24, Dr. 
Duncan B. Wiley, Utica, was elected as secretary 
of the Michigan State Medical Society to serve the 
expired term of the late Dr. L. Fernald Foster. 
Dr. Arthur E. Schiller, of Detroit, is the new 
chairman of the society council. 


Begin New Headquarters Building.—The Michigan 
State Medical Society plans to have the expanded 
facilities of its new modern office building avail- 
able for use by June, 1960. Situated at Highway 
M-78 and Abbott Road in East Lansing, the head- 
quarters will have a parking area to accommodate 
50 cars. The building has a central lobby two 
stories high which serves as the hub of the build- 
ing, with no office more than 40 feet distant. On 
the first floor are located the offices of the presi- 
dent, editor, business manager, and bookkeeper, 
and an extra office for future growth. In the west 
wing are located the stenographers’ room and an 
all-purpose room. The lower level contains work- 
shops and storage rooms for radio transcripts, 
pamphlets, and the motion picture films from the 
PR library, and other equipment. The second floor 
will house the directors’ room and a smaller com- 
mittee room, opposite which the executive director 
and his assistant will be installed. The public re- 
lations library contains research data, periodicals, 
surveys, visual material for TV or speech presenta- 
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tions, news clippings, and reference works. A part- 
time librarian will be on hand. Other offices include 
a public relations council and staff and the secre- 
tary of the Medical Care Insurance Committees. A 
new telephone system is being installed which will 
have additional lines and will be operated by a 
modern keyboard console. 


NEW JERSEY 

Register Radiation Sources.—The New Jersey State 
Department of Health will begin in late October 
to register sources of radiation in New Jersey, ac- 
cording to Dr. Roscoe P. Kandle, state commis- 
sioner of health and a member of the New Jersey 
Commission on Radiation Protection. Registration 
of sources of radiation is required by Chapter 116, 
Public Laws of 1958. The first step will be the 
registration of radiation producing machines such 
as x-ray machines and high voltage rectifiers. This 
will be followed, later, by registration of radiation- 
producing materials, such as isotopes. The depart- 
ment will begin by sending a card to members 
of groups such as physicians, dentists, veterinar- 
ians, industrialists, and hospitals, who are known 
to use radiation-producing machines. Those who 
return the card indicating they have such machines 
will be sent the registration document to com- 
plete. Chapter 116 is the Radiation Protection Act. 
It called for creation of the Commission on Radia- 
tion Protection in the New Jersey State Depart- 
ment of Health. This nonsalaried Commission was 
set up and has been working since October, 1958, 
“to develop reasonable and practical measures to 
protect the public against injurious radiation.” 


NEW YORK 

Postgraduate Week.—The New York Academy of 
Medicine will hold its third annual Postgraduate 
Week (formerly, the Graduate Fortnight) Oct. 5-9 
under the title, “Research Contributions to Clinical 
Practice.” The program will consist of daily eve- 
ning lectures, a scientific exhibit, and panel meetings 
on the following subjects: physiology and therapy 
of the gastrectomized patient; long-term results of 
surgery for acquired cardiovascular disease; iatro- 
genically induced liver disease; fertility and in- 
fertility; and problems in hypersensitivity. Although 
registration is required for nonfellows of the acad- 
emy, no fee will be charged. For information, 
write the New York Academy of Medicine, 2 E. 
103 St., New York 29. 


Personal.—The appointment of Dr. Joseph L. Camp 
as deputy assistant commissioner in the New York 
State Department of Mental Hygiene was an- 
nounced by Dr. Paul H. Hoch, New York City, 
commissioner of mental hygiene. Dr. Camp, as- 
sistant director at Letchworth Village, Thiells, as- 
sumed his new post Aug. 13. His duties will include 
medical inspection functions particularly in the 
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mid-Hudson area.——The appointment of Dr. Ber- 
nard T. Brown, Syracuse, as director of the State 
Out-Patient Chest Clinic in Onondaga County was 
announced. Dr. Brown has been on the staff of 
Onondaga Sanatorium since 1942. The sanatorium 
was transferred to Onondaga County Aug. 27.—— 
Dr. Robert E. Plunkett, Albany, retired Sept. 1 as 
the New York State Health Department's assistant 
commissioner for tuberculosis control. Dr. Plun- 
kett had been associated with the State Health 
Department since 1923 when he was appointed 
superintendent of clinics and dispensaries. He 
was assistant commissioner for tuberculosis control 
since 1947. 


New York City 

Annual Salmon Lectures.—Curt Paul Richter, Ph.D., 
professor of psychobiology, Johns Hopkins Medical 
School, and director of the Psychobiological Lab- 
oratory at the Phipps Psychiatric Clinic, Baltimore, 
will give the 37th series of Thomas William Salmon 
Lectures at the New York Academy of Medicine 
on Wednesday afternoon and evening, Dec. 2. His 
subject will be “Biological Clocks in Medicine and 
Psychiatry.” The afternoon lecture, to be delivered 
at 4:30 o'clock will be “Periodic Phenomena in 
Biology” and the evening talk at 8:30 will be 
“Periodic Phenomena in Medicine and Psychiatry.” 


Home for Disabled and Aged.—Construction has 
begun on a model home, the “Functional Home 
for Easier Living,” on the grounds of the Institute 
of Physical. Medicine and Rehabilitation, New 
York University-Bellevue Medical Center, Dr. 
George E. Armstrong, director of the center, an- 
nounced. The one-level house, designed for the 
physically disabled, heart patients, and the elderly, 
is being contributed by James Rosati and Sons, 
builders from St. Petersburg, Fla., and will con- 
sist of two bedrooms, living room, dining area, 
kitchen, bathroom, and carport. All features of in- 
terior design are based upon the recommendations 
of the staff of the Institute of Physical Medicine 
and Rehabilitation. The kitchen has been planned 
in cooperation with the Home Bureau of the Gen- 
eral Electric Company, which for the past 10 years 
has been working in research on problems of dis- 
abled homemakers in cooperation with the insti- 
tute’s activities of daily living, homemaking, and 
self help device services. Recommendations for the 
original model home have been incorporated into 
a brochure, “A Functional Home for Easier Liv- 
ing.” The plan outlined in the brochure and carried 
out in the house has been developed as the result 
of 10 years of research with the following goals 
in mind: (1) to make it possible for a physically 
handicapped person to have independence in a 
wheelchair or with the use of a cane or crutches; 
(2) to make it easier to care for a dependent 
member of the family in a wheelchair; (3) to allow 
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elderly persons or those with cardiac involvement 
and other heart problems to function with a mini- 
mum of energy. Copies of the brochure may be 
obtained from the Institute of Physical Medicine 
and Rehabilitation, 500 E. 34th St., New York 16. 
Adjacent to the institute, the “Functional Home 
for Easier Living” will be used as a model for 
visitors and for the training of disabled home- 
makers who are patients at the institute. 


WISCONSIN 

Midwest Rabies Station.—The Communicable Dis- 
ease Center of the United State Public Health 
Service has established a Midwest Rabies Investi- 
gations Station at Poynette. An official opening 
for the station was held, with an open house Sept. 
23 and a scientific meeting with discussions of the 
current status of research problems and wild life 
rabies, Sept. 24. For information, write the Com- 
municable Disease Center, Bureau of State Serv- 
ices, 50 Seventh St., N. E., Atlanta 23, Ga. 


Dr. Kempinsky Comes to Milwaukee.—Dr. Warren 
H. Kempinsky, an assistant professor of neurology 
at Washington University Medical School, St. 
Louis, has joined the Marquette University School 
of Medicine faculty and the medical staff of the 
Milwaukee County Hospital. Dr. Kempinsky will 
be a full-time neurologist at the Milwaukee County 
Hospital and the medical school. He will be in 
charge of the medical neurology services at the 
hospital, including the electroencephalography 
laboratory and will collaborate in further develop- 
ment of neuroradiology. Dr. Kempinsky has been 
appointed an associate professor of neurology at 
the School of Medicine. 


GENERAL 
Centennial of Anatomy Publication.—The American 
centennial edition of “Gray’s Anatomy of the Hu- 
man Body” was published during the week of Aug. 
17. The first edition of Gray was published in this 
country by Lea & Febiger Publishers in June, 1859. 
This 27th edition is edited by Dr. Charles Mayo 
Goss, Louisiana State University School of Medi- 
cine, New Orleans, who has edited the two previous 
editions. 


Recreation Congress In Chicago.—The 41st Na- 
tional Recreational Congress will be Sept. 28-Oct. 2 
in Chicago with headquarters at the Morrison Ho- 
tel, under the theme, “Recreation in an Expanding 
Leisure.” The keynote speech at the opening session 
will be given by Secretary of Health, Education, and 
Welfare Arthur S. Flemming. Mr. Homer C. Wads- 
worth, chairman, President’s Citizens Advisory 
Committee on the Fitness of American Youth will 
speak at the third general session, presenting “The 
Role of Recreation in an Affluent Society.” A sym- 
posium, “Is Recreation Doing Its Job?” is planned 
the morning of Oct. 2. Workshops, exhibits, and 
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films sessions are arranged. Mr. Joseph Prendergast, 
executive director of the association, is chairman of 
the congress policy committee. 


Annual Meeting of Anesthesiologists——The Ameri- 
can Society of Anesthesiologists will hold its annual 
meeting Oct. 4-9, at the Americana Hotel, Bal 
Harbour, Miami Beach, Fla., with the Florida 
Society of Anesthesiologists as hosts. Three panel 
discussions are planned: Medical Aspects of Space 
Flight; Tradition and Science in Premedication; 
Rescusitation: Pneumatic, Electronic and Expired 
Air. Scientific papers will be presented on work 
completed and work in progress. A program of 17 
motion pictures is planned for Oct. 8 and 9. The 
10th annual refresher course will be held Oct. 
4-6. Scientific and technical exhibits are planned, 
and a ladies’ program is arranged. On the evening 
of Oct. 6 a luau is planned. 


Joint Annual Meeting in Vermont.—The 10th an- 
nual joint meeting of the New Hampshire Medical 
Society and the Vermont State Medical Society will 
be held Oct. 1-4 at the Equinox House, Man- 
chester-in-the-Mountains, Vermont. The council 
meeting will be held the evening of Oct. 1, and the 
House of Delegates will meet the morning of Oct. 
2. The theme and speakers for general sessions are 
as follows: 
Oct. 2—Theme: Peptic Ulceration 
Speakers: Dr. Frank E. Harrigan Jr., Manchester; Dr. Wil- 
liam R. Waddell, Boston; Dr. Franz J. Ingel- 
finger, Boston. 
Oct. 3—Theme: Cancer 
Speakers: Dr. Roy Korson, Burlington; Dr. John H. Pow- 
ers, Cooperstown, N. Y.; Dr. David A. Karnof- 
sky, New York. 
Oct. 4—Theme: Thyroid Gland 
Speakers: Dr. John B. Stanbury, Boston; Dr. Robert J. 
Vanderlinde, Hanover. 


Sessions October 3 and 4 will be held on “Infec- 
tions” (with Dr. Robert J. Anderson, Atlanta, Ga., 
and Dr. Colin C. Stewart, Hanover, as speakers ) 
and “Steroids” (with Dr. David H. Streeten, Ann 
Arbor, Mich., as speaker). A clinical pathological 
conference will be moderated by Dr. Robert W. 
Coon, Burlington, the afternoon of Oct. 2. Prof. 
Dwight Salmon, of Amherst College, will be the 
speaker at the Friday night banquet, Oct. 2, speak- 
ing on “Latin America.” A golf tournament is 
planned for the afternoon of Oct. 1. For information, 
write the Vermont State Medical Society, 128 Mer- 
chants Row, Rutland, Vt. 


Life Expectancy Predictions.—Future gains in the 
life expectancy of the American people (close to 
70 years) are expected to be more modest than 
those of the last two generations, statisticians of 
the Metropolitan Life Insurance Company report. 
By the year 2000, the expectation of life at birth in 
the U. S. is expected to be just over 74 years. This 
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anticipated gain of less than 5 years contrasts with 
the 20 years added to the average lifetime between 
1900 and 1957, the last year for which complete 
figures are available. The 1957 figure, 69.3 years, 
was 0.3 years below the all-time high registered in 
1954 and 1956 but was above that for any year 
prior to 1954. Gains in longevity during recent dec- 
ades have been greatest at the younger ages, the 
statisticians state. Since 1900 about 11.5 years have 
been added to the expectation of life at age 5, con- 
trasted with an increase of 9 years at age 21 and of 
5 years at age 40. At age 65, the average remaining 
lifetime has been extended by only about 2 years. 
In 1957 the expectation of life at age 65 was 12.7 
years for white males and 15.4 for white females; 
at age 70, the figures were 10.1 and 12.1 years, 
respectively. 


Clinical Scientists Meeting.—The annual meeting 
of the Association of Clinical Scientists will be held 
Oct. 10 at the Sheraton Hotel, Washington, D. C., 
to be preceded by a seminar, “Lipids and Steroids 
in Clinical Medicine,” Oct. 9 and 10 at the Wash- 
ington Hospital Center. Seminar discussions will 
cover the following: 
Lipids 

Total Fats 

Neutral Fats 

Total Fatty Acids 

Unesterified Fatty Acids 

Cholesterol (free and esters ) 

Phospholipids 

Lipoproteins 
Steroids 

17-Ketosteroids 

Corticosteroids 

Aldosterone 

Estrogens 

Progesterone 


The annual banquet will be Oct. 10. The annual 
Sunderman Award to “the clinical scientist of the 
year,” will be conferred on Dr. Earl B. Wert, pa- 
thologist of the Mobile Infirmary, at Mobile, Ala- 
bama. Dr. Wert will deliver an address, “The 
Training of Medical Technologists.” For informa- 
tion, write Robert P. MacFate, Ph.D., 323 North- 
wood Road, Riverside, II]., Secretary-Treasurer. 


Grants for Pediatric Research—The awards com- 
mittee for the Mead Johnson Program for Pediatric 
Research of the American Academy of Pediatrics 
announced the availability for the coming year of 
funds to provide financial aid to young pediatric 
workers. These funds have been provided each 
year since 1958 by Mead Johnson & Company 
under rules established by the academy’s awards 
committee. The maximum amount for any one 
grant in any year is $3,500. Grant applicants should 

young pediatricians who are not more than 10 
years beyond the completion of their residency. 
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These grants are specifically intended to encourage 
the young, unestablished, research-minded, aca- 
demic pediatrician. Deadline for receipt of grant 
applications for July, 1960, will be Jan. 15, 1960. 
Interested persons should write to American Acad- 
emy of Pediatrics, 1801 Hinman Ave., Evanston, IIl. 


Safety Congress in Chicago.—The 47th National 
Safety Congress and Exposition will be held in 
Chicago Oct. 19-23 with headquarters at the Con- 
rad Hilton Hotel. Papers will be presented on sub- 
jects concerning accident prevention fundamentals, 
radiation hazards, material handling, boat safety, 
air pollution, and other aspects of safety from the 
viewpoint of industry, the farm, the home, labor, 
transportation, the school, traffic, youth, and re- 
ligious activities. At the banquet Oct. 20, 6:30 p.m., 
Mr. E. J. Thomas, chairman, The Goodyear Tire 
& Rubber Company, Akron, Ohio, will present an 
address. The theme for the meeting will be “Safety 
in the 60's.” Safety films will be shown Oct. 21. The 
American Society of Safety Engineers will meet 
Oct. 20, and the 14th Annual Federal Safety Con- 
ference, sponsored by the Federal Safety Council, 
will be held Oct. 19-21. Exhibits are planned. For 
information, write the National Safety Council, 
425 N. Michigan Ave., Chicago 11. 


Meeting on Pediatrics.—The American Academy of 

Pediatrics will meet Oct. 5-8 at the Palmer House, 

Chicago, under the presidency of Dr. James C. 

Overall, Nashville, Tenn. Seminars, two-day in- 

struction courses of limited enrollment, will be 

presented Oct. 3 and 4. Round-table discussions, 
half-day courses of limited enrollment, will run 
concurrently with the general sessions the after- 
noon of Oct. 5. The Borden Award Presentation, 

“The Search for Knowledge of the Child and the 

Significance of His Growth and Development,” will 

be presented by Dr. Harold C. Stuart, Boston. The 

genera] discussions will include the following sym- 
posiums and chairmen: 

Tranquilizers, Dr. James G. Hughes, Memphis. 

Physiology of Respiration and Respiratory Problems, Dr. 
Charles D. Cook, Boston. 

A Report on the Conference on the Role of the Pediatrician 
in the Prevention of Juvenile Delinquency, Dr. Preston A. 
McLendon, Washington, D. C. 

The Acute Head Injury, Dr. Charles E. Koop, Philadelphia. 

Metabolism of Fats, Dr. Laurance W. Kinsell, Oakland, Calit. 

Respiratory Distress Syndrome, Dr. William A. Silverman, 
New York City. 


Clinical conferences are planned for Oct. 8 at vari- 
ous hospitals. Section meetings are scheduled. Sci- 
entific and industrial exhibits, a program of enter- 
tainment, and a program of ladies’ activities are 
arranged. The banquet ($7.50) will be held Oct. 7, 
8 p. m. For information write the Executive Office 
of the Academy, 1801 Hinman Ave., Evanston, II]. 
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Prevalence of Poliomyelitis-According to the 
National Office of Vital Statistics, the following 
number of reported cases of poliomyelitis occurred 
in the United States, its territories and possessions 
in the weeks ended as indicated: 


Aug. 29, 1959 


—— Aug. 30 
Paralytic Total 1958 
Area Type Cases Total 

New England States 

New Hampshire oe 

ee 

Massachusetts 11 15 4 

Middle Atlantie States 

4 7 3 
East North Central States 

West North Central States 

South Atlantie States 

District of Columbia ....... te 

East South Central States 

West South Central States 

Mountain States 

Pacific States 

Territories and Possessions 
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Fellowships for Sight Research—The National 
Council to Combat Blindness, Inc., announced that 
upon the recommendation of its scientific advisory 
committee, the closing date for receipt of com- 
pleted applications for “Fight for Sight” full-time 
research fellowships, grants-in-aid, and summer 
student fellowships has been designated as Jan. 1, 
1960. This change of date was found necessary to 
facilitate the processing of the increased number 
of applications being filed with the organization 
for review by the committee. It will make possible 
notification in early spring to those applicants for 
full-time research fellowships where it has been 
established that this is essential. In such instances, 
the commencement date for the fellowship may be 
in advance of Aug. 1, but not prior to May 1. 
Appropriate forms may be obtained by addressing 
Secretary, National Council to Combat Blindness, 
Inc., 41 W. 57th St., New York 19. The National 
Council to Combat Blindness, Inc., was founded 
in 1946 with the primary purpose of financing re- 
search in ophthalmology and related sciences. The 
objective of its program is the “ultimate reduction 
of blinding eye diseases and ocular disorders, 
through increased basic and clinical research in 
this field of scientific investigation.” 


Fellowships for Tuberculosis Study.—The Ameri- 
can Trudeau Society, the medical section of the 
National Tuberculosis Association, provides two 
types of fellowships to promote the training within 
this country of clinicians, medical teachers, and 
investigators in tuberculosis and respiratory dis- 
eases: (1) National Tuberculosis Association Fellow- 
ships—candidates holding the degrees of M.D., 
Ph.D., or Sc.D., are eligible for awards making 
possible continuation of graduate study in the field 
of respiratory diseases in an approved hospital or 
medical center. Such studies may be oriented 
toward either teaching or research. (2) Predoctoral 
Fellowships—offered to graduate students who hold 
a bachelor degree and are working on a research 
project for an advanced degree other than an 
M.D. Each applicant must have been accepted by 
the head of the department under whom he ex- 
pects to work. Awards are determined by indi- 
vidual circumstances and are paid directly to the 
fellow on a quarterly basis. Fellowships are granted 
for one year and may begin on any date at the 
convenience of the applicant. Not more than two 
renewals will be considered. Fellowship applica- 
tions must be received by Dec. 1. Edward Liv- 
ingston Trudeau Fellowships at a higher level of 
training and award are offered to specially qualified 
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candidates with an M.D. degree who have been 
assured of a continued teaching or research ap- 
pointment upon completion of training. Trudeau 
fellowships are awarded for one year but may be 
renewed up to a total period of four years. Infor- 
mation concerning fellowships may be obtained 
from The Director of Medical Education, Ameri- 
can Trudeau Society, 1790 Broadway, New York 19. 


Armed Forces Institute Seeks Old Instruments.— 
The Armed Forces Institute of Pathology, Wash- 
ington, D. C., is seeking military medical material 
to expand the famous collections of historical items 
in its Medical Museum which is one of the four 
major departments of the institute, a national in- 
stitution jointly sponsored by the Army, the Navy, 
and the Air Force. The Museum has one of the 
finest collections of microscopes in the world, dis- 
played to show the evolution of the microscope 
from its origin through the most recent develop- 
ments in electron microscopy. Few microscopes 
have been added to this collection in recent years, 
and efforts are now being made to fill the gaps, 
particularly the years from 1920 to the present. 
The institute will celebrate its hundredth anni- 
versary during and concurrently with the Civil War 
Centennial. Museum personnel are now planning 
the exhibits for this occasion. Through the long 
history of the institute a great number of historical 
instruments have been assembled, but among this 
material is very little of Confederate Army origin. 
Such items particularly are being sought. Although 
budgetary limitations preclude the purchase of 
such items, it is believed that there are a great 
number of instruments or other items which the 
owners might wish to place in the Museum where 
they will be carefully preserved for future genera- 
tions. Any such donations would be greatly appre- 
ciated and due credit given. Persons having items 
they may wish to contribute are requested to write 
The Director, Armed Forces Institute of Pathology, 
Washington 25, D. C., relative to their acceptability 
and shipping instructions. 


Smoking Among High School Students.—The Ameri- 
can Cancer Society announced results of a new 
project in Portland, Ore., and surrounding area to 
study the smoking habits of 21,980 high school 
students. The study showed that about one-fourth 
of the boys and more than one-eighth of the girls 
smoke regularly every week, and most of them 
smoke every day. The findings are results of a study 
conducted by a group of researchers headed by Dr. 
Daniel Horn, director of program evaluation. The 
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one-year study was started in May, 1958, and in- 
cluded students in 11 Portland public schools, 5 
Catholic parochial schools, and 5 suburban public 
high schools in Multnomah and Clackamas counties. 
Involved were 11,060 boys and 10,920 girls. Re- 
sults of the study showed: 


(1) The percentage of smokers is highest among children 

of families in which both parents smoke cigarettes; 

lowest in families in which neither parent has been a 

smoker, and intermediate in families in which only one 

parent smokes cigarettes. 

The smoking behavior of boys tends to conform more 

closely to that of the father, while smoking behavior ot 

girls follows more closely that of the mother. 

(3) The percentage of smokers among children from fami- 
lies in which one or both parents continue to smoke is 
significantly higher than the percentage in which one 
or both parents gave up cigarette smoking. 

(4) Each successive school grade has a higher percentage 
of smokers. 

(5) The percentage of smokers is higher among students in 
Catholic parochial schools than among students in the 
city public schools. It is lowest among students in the 
suburban public high schools. 

(6) The percentage of smokers among boys who do not 
participate in athletics is substantially higher than those 
who do and have a coach. The percentage of smokers 
is higher among students who do not participate in 
any school activities. 


(2 


— 


Personal interviews of a nation-wide sample of 4,000 
high school students are also being conducted by an 
independent youth survey organization as a follow- 
up of the Portland study. The society board of 
directors authorized the project “as a means of find- 
ing the most effective way of presenting the facts 
about smoking to teenagers.” 


Surgeons Meet in Atlantic City.—The 1959 clinical 
congress of the American College of Surgeons will 
be held in Atlantic City, N. J., Sept. 28-Oct. 2. 
More than 1,500 physicians will take part in the 
program as authors of research papers, lecturers, 
discussion participants, and teachers. A panel on 
hospital infections moderated by Dr. Carl W. Wal- 
ter, Boston, will officially open the meeting, Monday 
morning, Sept. 28. The 257 research-in-progress 
reports will be made during the week-long Forum 
on Fundamental Surgical Problems, under the 
chairmanship of Dr. Harris B. Shumacker Jr., 
Indianapolis. Nine postgraduate courses will be 
given. Principal speaker at the opening session 
will be Mr. Dean Rusk, president, the Rockefeller 
Foundation, with Dr. Newell W. Philpott, Mon- 
treal, president of the American College of Sur- 
geons, presiding. The future of the college will be 
discussed in the presidential address Oct. 2 by 
the incoming president, Dr. Owen H. Wangen- 
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steen, Minneapolis. Dr. David P. Cuthbertson, 
Aberdeen, Scotland, will be guest speaker in an 
annual lectureship endowed by Baxter Labora- 
tories, of Morton Grove, Ill. “Abdominal Injuries” 
is the title of the Trauma Oration, to be given by 
Dr. Rettig A. Griswold, Louisville. Color television 
of live operations performed at Bellevue Hospital 
in New York will continue throughout the week. 
Motion-picture demonstrations of surgical pro- 
cedures and techniques are planned. Other sessions 
are a symposium on cancer, under the chairman- 
ship of Dr. Danely P. Slaughter, Chicago; a sym- 
posium on graduate training in surgery, led by Dr. 
Robert M. Zollinger, Columbus, Ohio; and a dis- 
play of more than 200 scientific and industrial 
exhibits. 


LATIN AMERICA 

Slide Seminar in Peru.—From Aug. 3 to 6 the 
Peruvian Society of Pathological Anatomy held its 
second slide seminar. The subject was “Tumors 
of Bones.” It was conducted by Dr. David C. 
Dahline, from The Mayo Clinic, who gave a dis- 
cussion of the 25 cases. It was attended by 120 
pathologists, 24 from other Latin-American coun- 
tries. The International Academy of Pathology 
gave support to this meeting in preparing 120 sets 
of slides. Parallel to the program of the seminar 
Prof. Isaac Costero, from Mexico, gave a short 
course on collagen diseases, and a scientific ex- 
hibit was prepared by members of the Peruvian 
Society of Pathological Anatomy. It is the aim of 
the society to extend to a wider scope among 


-‘Latin-American pathologists, for attendance at this 


seminar each year. For information, write the 
Secretary, Committee of Seminars, Peruvian So- 
ciety of Pathological Anatomy, Universidad Na- 
cional Mayor de San Marcos de Lima, Facultad 
de Medicina, Lima, Peru. 


FOREIGN 

Beirut School Expands Research Program.—The 
American University of Beirut will strengthen the 
work of its Medical School in 1960 with the partial 
support of a grant of $24,000 from the Rockefeller 
Foundation. To give medical research the status 
it has in Western colleges as an important comple- 
ment to teaching, the university is expanding this 
side of its activities. The size of the medical faculty 
will be increased, allowing each member greater 
opportunity for research, and a new _ building 
equipped with modern laboratory facilities will be 
constructed. For 30 years the medical school has 
pioneered the teaching of medical science in the 
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Middle East. Throughout its development, the 
medical school has been supported largely by 
American philanthropy. The Rockefeller Founda- 
tion has contributed some $3,000,000 toward in- 
struction in medical sciences, nursing, and pre- 
medical subjects since 1924. 


CORRECTION 

Hemoglobinuria.—In the article “Hemoglobinuria 
After Massive Intraperitoneal Hemorrhage” (Aug. 
15, pages 1912-1915) at the end of the first para- 
graph under the subhead Comment (page 1914) 
the last sentence should read “Intraperitoneal trans- 
fusions of citrated blood have been used in infants 
with satisfactory results.“” 


EXAMINATIONS 
AND 
LICENSURE 


MEDICAL SPECIALTY BOARDS 


AMERICAN BOARD OF ANESTHESIOLOGY: Written. Various 
locations, July 8. Final date for filing application is Jan- 
uary 8. Oral. Miami Beach, April 25-30. Applications al- 
ready on file. Sec., Dr. Forrest E. Leffingwell, 217 Farm- 
ington Ave., Hartford 5, Conn. 

AMERICAN Boarp OF DERMATOLOGY: Written. Several Cities, 
Oct. 5. Oral. Oklahoma City, Jan. 15-18, 1960. The final 
date for filing all applications was July 1, 1959. Sec., Dr. 
Beatrice M. Kesten, One Haven Ave., New York 32. 

AMERICAN Boarp OF INTERNAL MEDICINE: 1959 Schedule— 
Written, Oct. 19. Final date for filing application was May 
1. Oral. For candidates on the East Coast, Nov. 6-7, 9-10. 

~ Final date for filing application was March 1. Oral. Phila- 
delphia, March 11-12. Final date for filing application is 
January 15. Sec.-Treas., Dr. William A. Werrell, One 
West Main St., Madison 3, Wis. 

AMERICAN Boarp OF NEUROLOGICAL SURGERY: Examination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before the examination time. New Haven, 
Nov. 14-16. Sec., Dr. Donald D. Matson, 300 Longwood 
Ave., Boston, Mass. 

AMERICAN BOARD OF OBSTETRICS AND GyNECOLOGY: Part I, 
Written. Chicago, January 16. Part II, Oral. Chicago, 
April 11-16. Final date for filing application was August 1. 
Sec., Dr. Robert L. Faulkner, 2105 Adelbert Road, Cleve- 
land 6. 

AMERICAN BoarRD OF OPHTHALMOLOGY: Oral. St. Louis, Oct. 
6-10. Written. January 1960 in various cities. Applications 
for the 1960 written examination must be filed before July 
1. Oral. 1960, San Francisco, May; Chicago, October. 
Sec., Dr. Merrill J. King, Box 236, Cape Cottage Branch, 
Portland, Maine. 

AMERICAN BoarRD OF OrTHOPAEDIC SuRGERY: Part II. Chi- 
cago. Jan. 19-21, 1960. The deadline for the receipt of ap- 
plication was Aug. 15. Sec., Dr. Sam W. Banks, 116 
South Michigan Ave., Chicago 3. 
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AMERICAN BoarD OF OTOLARYNGOLOGY: Oral. Chicago, Oct. 
5-9. Final date for filing application was April 1. Sec., Dr. 
Dean M. Lierle, University Hospitals, Iowa City. 

AMERICAN BoarD OF PATHOLOGY: New Orleans, Nov. 12-14. 
Final date for filing application is October 1. Sec., Dr. 
Edward B. Smith, Indiana University Medical Center, 
1100 W. Michigan St., Indianapolis 7. 

AMERICAN BoarD OF PaTHOLOGy: Examination in Forensic 
Pathology. New Orleans, Nov. 13. Final date for filing 
application is October 1. Sec., Dr. Edward B. Smith, In- 
diana University Medica! Center, 1100 W. Michigan St., 
Indianapolis 7. 

AMERICAN Boarp OF Pepiatnics: Oral, Chicago, Oct. 9-11. 
Written. January 1960. Exec. Sec., Dr. John McK. Mitch- 
ell, 6 Cushman Road, Rosemont, Pa. 

AMERICAN BOARD OF PHysiCAL MEDICINE AND REHABILITA- 
TION: Oral and Written. New York, June 17-18. Sec., Dr. 
Earl C. Elkins, Mayo Clinic, Rochester, Minn. 

AMERICAN BOARD OF Piastic SurGERY: Oral and Written. 
Miami, Fla., Oct. 15-17. Final date for submitting case 
reports was July 1. Oral and Written. Milwaukee, May 
1960. Final date for filing application is January 1. Cor- 
responding Secretary, Mrs. Estelle E. Hillerich, 4647 
Pershing Ave., St. Louis 8, Mo. 

AMERICAN BoarbD OF PsyCHIATRY AND NEuROLOGY: Chicago, 
Oct. 19-20; New York, Dec. 14-15; San Francisco, Mar. 
14-15, 1960. Training credit for full time psychiatric and/or 
neurologic assignment in unapproved military programs or 
services between the dates of Jan. 1, 1950 and Jan. 1, 1954 
was terminated on Jan. 1, 1959. Sec., Dr. David A. Boyd, 
102-110 Second Ave. S. W., Rochester, Minn. 

AMERICAN BoarD OF RapioLocy: Examination. Washington, 
Dec. 6-9. Deadline for filing application was July 1. Candi- 
dates examined in Diagnostic Roentgenology may expect 
to be examined in Physics. Obligatory examination in 
Nuclear Medicine has been postponed until after June 30, 
1962 for those candidates being examined in Radiology 
or Therapeutic Radiology. Until that time the examina- 
tion in Nuclear Medicine will be optional for those who 
wish to be examined in Radiology or Therapeutic Radiol- 
ogy. Examination. Cincinnati, Spring 1960. Deadline for 
filing applications is Jan. 1. A special examination in 
Nuclear Medicine (for those diplomates in Radiology or 
Therapeutic Radiology) will be offered provided there are 
sufficient applications. Sec., Dr. H. Dabney Kerr, Kahler 
Hotel Bldg., Rochester, Minn. 

AMERICAN Boarp OF SuRGERY: Written examinations ( Part 
1) will be held on December 2, 1959 at various centers to 
be announced later. Closing date for filing applications 
was August 1. Those completing training requirements 
after September 30 cannot be considered for the Part I 
examination in December of the same year. Oral examina- 
tions (Part II): Baltimore, Oct. 19-20; Cincinnati, Nov. 
9-10; Boston, Dec. 14-15; Winston-Salem, No. Car., Jan. 
18-19; New York, N. Y., Feb. 15-16; New Orleans, Mar. 
14-15; Kansas City, Kans., May 16-17, and Los Angeles, 
May 19-20. Sec., Dr. John B. Flick, 1617 Pennsylvania 
Blvd., Philadelphia 3. 

AMERICAN Boarp oF Uro.ocy: Written. Approximately 25 
cities throughout the country, December 4, 1959. Oral- 
Clinical and Examination in Pathology. Chicago, February 
1960. Final date for filing application was Sept. 1, 1959. 
Sec., Dr. William Niles Wishard, 30 Westwood Rd., Min- 
neapolis 26, Minn. 
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College, Chicago, 1915; died in Sioux City June 25, 
aged 70. 


Albano, Joseph, Newark, N. J.; Regia Universita di 
Napoli Facolta di Medicina e Chirurgia, Italy, 1902; 
associated with the Columbus Hospital; died in 
the Monmouth Memorial Hospital in Long Branch 
July 15, aged 82. 


Alderdyce, William W., Toledo, Ohio; Toledo Med- 
ical College, 1900; member of the American Acad- 
emy of Ophthalmology and Otolaryngology; fellow 
of the American College of Surgeons; past-president 
of the Toledo Academy of Medicine, of which he 
was trustee, secretary, and for many years treasurer; 
associated with the Flower Hospital; died July 3, 
aged 87. 


Allen, Benjamin Gill, Henderson, N. C.; Columbia 
University College of Physicians and Surgeons, 
New York City, 1904; veteran of World War I; 
died in the Maria Parham Hospital July 5, aged 82. 


Anderson, Axel Walfried @ Lakewood, Mich.; 
Northwestern University Medical School, Chicago, 
1905; at one time practiced in Chicago; associated 
with the Mercy Hospital and the Hackley Hospital 
in Muskegon, where he died July 2, aged 82. 


Bachmann, George William Jr. ® Honolulu, Ha- 
waii; born in Rochester, N. Y.; Aug. 29, 1914; 
University of Southern California School of Med- 
icine, Los Angeles, 1941; veteran of World War II 
and was awarded the Presidential Unit citation 
and Combat Medical Officers Badge; certified by 
the National Board of Medical Examiners; spe- 
cialist certified by the American Board of Anes- 
thesiology; member of the American Society of 
Anesthesiologists; associated with the Kauikeolani 
Children’s Hospital and the Kapiolani Maternity 
and Gynecological Hospital; died in St. Francis 
Hospital July 3, aged 44. 


Bennett, Max @ Attleboro, Mass.; Tufts College 
Medical School, Boston, 1922; on the staff of the 
Sturdy Memorial Hospital; past-president of the 
Attleboro Doctors Club; died July 5, aged 60. 


Butler, Patrick Francis ® Boston; Harvard Medical 
School, Boston, 1903; specialist certified by the 
American Board of Radiology; member of the 
American Roentgen Ray Society, of which he was 
past-president; past-president of the New England 
Roentgen Ray Society; for many years on the 


@ Indicates Member of the American Medical Association. 
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Aeilts, Eerko Samuel @ Sibley, Iowa; Rush Medical 


faculty of his alma mater; in 1957 was presented an 
honorary doctor of science degree from Holy Cross 
College in Worcester; served on the staff of the 
Boston City Hospital, where he died June 29, 
aged 83. 


Cantwell, Thomas Olin ® Harvey, IIl.; Rush Med- 
ical College, Chicago, 1935; member of the Amer- 
ican Academy of General Practice; died in the 
Presbyterian-St. Luke’s Hospital, Chicago, July 9, 
aged 60. 


Cohen, George Louis ® Washington, IIl.; St. Louis 
University School of Medicine, 1928; member of 
the American Academy of General Practice; vet- 
eran of World War II; on the staffs of the Meth- 
odist and St. Francis hospitals, and the Proctor 
Community Hospital in Peoria, where he died 
July 8, aged 56. 


Crews, Charles Hubert, Tampa, Fla.; Barnes Med- 
ical College, St. Louis, 1908; formerly practiced in 
Hammond, Ind.; died July 1, aged 78. 


Cumming, Robert ® McGregor, Texas; L. R. C. P., 
Edinburgh, L. R. C. S., Edinburgh, and L. R.F.P.S., 
Glasgow, 1929; certified by the National Board of 
Medical Examiners; member of the American 
Academy of General Practice; health officer of 
McGregor; veteran of World Wars I and II; served 
on the staffs of the Veterans Administration Hos- 
pital and the Hillcrest Hospital in Waco; immedi- 
ate past-president of the McGregor Rotary Club; 
died July 6, aged 59. 


Dewey, Jay Reed @ Schaller, Iowa; University of 
Illinois College of Medicine, Chicago, 1923; past- 
president of the Sac County Medical Society; 
past-president of the Iowa division of the American 
Cancer Society; served on the county board of 
education and the board of education of Schaller; 
veteran of World War I; associated with the Loring 
Hospital in Sac City and the Buena Vista County 
Hospital in Storm Lake, where he died July 3, 
aged 68. 


Dorsey, Frank Donald, Portland, Maine; Hahne- 
mann Medical College and Hospital of Philadel- 
phia, 1921; member of the staffs of the Maine Med- 
ical Center and the Mercy Hospital, where he died 
July 4, aged 64. 


Draper, George ® New York City; born in New 
York City May 21, 1880; Columbia University Col- 
lege of Physicians and Surgeons, New York City, 
1906; specialist certified by the American Board of 
Internal Medicine; member of the Association of 
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American Physicians and the American Society for 
Clinical Investigation; formerly associate professor 
of clinical medicine at his alma mater; veteran of 
World War I; served on the staffs of Nassau Hos- 
pital in Mineola, N. Y., and the Presbyterian 
Hospital; in 1947 appointed medical director of the 
Winifred Masterson Burke Relief Foundation at 
White Plains, N. Y., retiring in 1950; author of 
“Acute Poliomyelitis,” “Disease and the Man,” and 
“Infantile Paralysis”; died July 11, aged 79. 


Duszynski, Leonard ® Buffalo; University of Buf- 
falo School of Medicine, 1913; died June 12, 
aged 69. 


Ferlita, Americo James ® Tampa, Fla.; Loyola 
University School of Medicine, Chicago, 1934; 
member of the American Academy of General 
Practice; associated with the Centro Asturiano Hos- 
pital and the Tampa General Hospital; died July 
2, aged 51. 


Fromkin, Charles, Bridgeton, N. J.; Jefferson Med- 
ical College of Philadelphia, 1917; died in the 
Bridgeton Hospita! July 6, aged 63. 


Garland, James Monroe, Indianapolis; University 
of Louisville (Ky.) Medical Department, 1910; died 
July 5, aged 80. 


Gillett, Josephine Merle Danforth, North Madison, 
Ohio; Cleveland Medical College, Homeopathic, 
1897; University of Wooster Medical Department, 
Cleveland, 1903; member of the board of trustees 
of the Woman’s Hospital, Cleveland, where she 
died June 28, aged 85. 


Gutheil, Emilian Arthur ® New York City; Medi- 
zinische Fakultat der Universitat, Vienna, Austria, 
1930; specialist certified by the American Board of 
Psychiatry and Neurology; member of the Amer- 
ican Psychiatric Association; served as secretary of 
the Association for the Advancement of Psycho- 
therapy; author of “The Handbook of Dream 
Analysis” and “Language of the Dream’; editor of 
“Patterns of Psychosexual Infantilism” and “Auto- 
biography: the Life Story of a Pioneer Psycho- 
analyst”; died in the Mount Sinai Hospital July 7, 
aged 60. . 


Hackett, George Clifford @ Portville, N. Y.; Jeffer- 
son Medical College of Philadelphia, 1914; past- 
president of the Cattaraugus County Medical 
Society; veteran of World War I; associated with 
the Olean General Hospital and St. Francis Hos- 
pital in Olean, where he died June 22, aged 68. 


Hammond, William Thomas, Easton, Md.; Hahne- 
mann Medical College and Hospital of Philadel- 
phia, 1909; specialist certified by the American 
Board of Radiology; member of the Radiological 
Society of North America; veteran of World War I; 
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past-president of the Medical and Chirurgical 
Faculty of Maryland; associated with the Memorial 
Hospital; died July 10, aged 72. 


Harrison, William Barnett ® Athens, Ga.; George- 
town University School of Medicine, Washington, 
D. C., 1905; served as assistant director of the 
division of maternal and child health of the Georgia 
State Board of Health and regional medical director 
for both the northeastern and northwestern regions; 
at one time commissioner of health in Hall County; 
died July 8, aged 76. 


Hessert, Edmund Charles ® Camden, N. J.; Hahne- 
mann Medical College and Hospital of Philadel- 
phia, 1926; specialist certified by the American 
Board of Obstetrics and Gynecology; fellow of the 
International College of Surgeons and the American 
College of Surgeons; professor emeritus of gyne- 
cology at his alma mater; associated with Camden 
County General Hospital in Blackwood and West 
Jersey Hospital; died in Absecon July 5, aged 57. 


Hill, Eugene Scott ® New York City; University 
of Nebraska College of Medicine, Omaha, 1932; 
specialist certified by the American Board of Sur- 
gery; fellow of the American College of Surgeons; 
veteran of World War II; formerly practiced in 
Canton, Ohio, where he was associated with the 
Mercy Hospital and on the courtesy staff of the 
Aultman Hospital; director of professional educa- 
tion, American Cancer Society; died in the Regent 
Hospital in New York City July 3, aged 52. 


Hill, Robert Leroy ® Winfield, Ala.; Memphis 
(Tenn.) Hospital Medical College, 1905; served as 
president of the Marion County Medical Associa- 
tion; formerly member of the state legislature; 
medical director of the Winfield Hospital; president 
of the Citizens Bank of Winfield; died in the Win- 
field Hospital July 1, aged 77. 


Hollard, Alfred Edward ® Belding, Mich.; Chicago 
College of Medicine and Surgery, 1914; for many 
years health officer; died in the Butterworth Hos- 
pital, Grand Rapids, July 1, aged 76. 


Hooper, Kendall ® Flint, Mich.; University of 
Michigan Medical School, Ann Arbor, 1938; spe- 
cialist certified by the American Board of Oto- 
laryngology; member of the American Academy of 
Ophthalmology and Otolaryngology; veteran of 
World War II; secretary treasurer of the Flint 
Academy of Surgery; associated with the McLaren 
General Hospital, where he died July 1, aged 45. 


Horenstein, Perry Samuel ® Bellport, N. Y.; Har- 
vard Medical School, Boston, 1930; certified by the 
National Board of Medical Examiners; member of 
the American Academy of General Practice; past- 
president of the Sulfolk County Medical Society; 
physician for the Bellport school system; asso- 
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ciated with the Brookhaven Memorial Hospital in 
Patchogue and the Mather Memorial Hospital in 
Port Jefferson; died July 13, aged 54. 


Ives, Robert Franklin ® Houston, Texas; Columbia 
University College of Physicians and Surgeons, 
New York City, 1895; specialist certified by the 
American Board of Internal Medicine; fellow of 
the American College of Physicians; formerly prac- 
ticed in Brooklyn, where he was associated with 
the Methodist and Bay Ridge hospitals; died June 
30, aged 89. 


Jennings, Perry Wells ® Canton, Mo.; Washington 
University School of Medicine, St. Louis, 1908; 
member of the American Academy of General 
Practice; twice vice-president of the Missouri State 
Medical Association; for many years secretary of 
the Lewis—Clark-Scotland Counties Medical So- 
_ ciety; for many years on the board of trustees of 
Culver-Stockton College, where he was physician; 
charter member and first president of the Canton 
Kiwanis Club; director of the board that organized 
the Canton State Bank; physician for the Chicago, 
Burlington and Quincy Railway System; died July 
7, aged 75. 


Jillson, Walter Arthur, Palo Alto, Calif.; Boston 
University School of Medicine, 1905; specialist 
certified by the American Board of Psychiatry and 
Neurology, Inc.; fellow of the American Psychiatric 
Association; veteran of World War I; retired from 
the Veterans Administration Feb. 28, 1951; at one 
time superintendent of the Central State Hospital 
in Lakeland, Ky.; died in the Veterans Administra- 
tion Hospital, San Francisco, July 8, aged 78. 


Jones, Pius Henry, York, Pa.; Baltimore University 
School of Medicine, 1902; also a graduate in phar- 
macy; formerly county coroner; died June 30, 
aged 86. 


Kaarboe, Olav @ Oakland, Calif.; College of Phy- 
sicians and Surgeons of San Francisco, 1917; vet- 
eran of World War II; for many years associated 
with the St. Francis Hospital; died July 4, aged 72. 


Kackley, Ellis Dyson ® Beaumont, Texas; Starling- 
Ohio Medical College, Columbus, 1911; veteran of 
World War I; died in the Hotel Dieu Hospital 
July 1, aged 76. 


Keller, William Lordan ® Colonel, U. S. Army, 
retired, Washington, D. C.; born in Connecticut 
March 24, 1874; Medical College of Virginia, Rich- 
mond, 1899; commissioned in the medical corps of 
the U. S. Army in 1902 while in Manila during the 
Philippine Insurrection; served at numerous posts 
in the United States; retired Oct. 31, 1935; as a re- 
sult of his services in World War I was awarded the 
Distinguished Service Medal, decorated by the 
British government and made an officer in the 
French Legion of Honor; in 1953 was paid a high 
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tribute when an annual lecture series at Walter 
Reed Army Medical Center was named in his 
honor; known officially as the William L. Keller 
Memorial Lecture, the program is presented each 
year at the Army Surgeon General's meeting; in 
1936 a bronze bust of him was installed in the en- 
trance lobby of the main building of the Walter 
Reed General Hospital, where he served as chief 
of surgery and lifetime consultant; member of the 
founders group of the American Board of Surgery; 
member of the American Surgical Association; fel- 
low of the American College of Surgeons; in 1931 
received the honorary degree of doctor of science 
from his alma mater; died in the Walter Reed Army 
Hospital July 10, aged 85. 


Kelly, Marcus Gerald ® San Diego, Calif.; St. Louis 
University School of Medicine, 1932; died in the 
Sharp Memorial Hospital July 3, aged 52. 


Kidd, Ruth Williams ® Haverford, Pa.; Long Island 
College of Medicine, Brooklyn, 1941; certified by 
the National Board of Medical Examiners; served 
on the staff of the Hospital of St. Barnabas and for 
Women and Children in Newark, N. J.; died July 2, 
aged 65. 


Larrison, Glen David, Morocco, Ind.; Hering Med- 
ical College, Chicago, 1913; veteran of World 
War I; associated with the Jasper County Hospital 
in Rensselaer; died near Eagle River, Wis., June 
29, aged 70. 


Littig, Lawrence Victor ® Shore Hills, Wis.; State 
University of Iowa College of Medicine, Iowa City, 
1921; specialist certified by the American Board of 
Radiology; member of the Radiological Society of 
North America and the American College of Radi- 
ology; first president of the Wisconsin Radiology 
Society; chairman of the Section on Hospitals of 
the American Medical Association, 1916-1917; vet- 
eran of World War I; for many years associated 
with the Madison General Hospital; served on the 
staffs of the St. Mary’s Ringling Hospital in Bara- 
boo, Fort Atkinson (Wis.) Memorial Hospital, and 
the Reedsburg (Wis.) Municipal Hospital; died 
July 6, aged 62. 


Livingood, Louis Jacob ® Wyomissing, Pa.; Jeffer- 
son Medical College of Philadelphia, 1917; for 
many years president of the school board of 
Womelsdorf; past-president of the Berks County 
Medical Society; veteran of World War I; asso- 
ciated with the Reading (Pa.) Hospital, where he 
died July 3, aged 66. 


Lovelace, Virgil Andrew, Cape Girardeau, Mo.; 
Hospital College of Medicine, Louisville, 1904; 
died in St. Francis Hospital June 11, aged 78. 


Maxfield, George Henry @ Bridgewater, Mass.; 
Harvard Medical School, Boston, 1903; veteran of 
World War I; served on the staffs of the Soldiers’ 
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Home in Massachusetts, Chelsea, Boston State 
Hospital, and the Bridgewater State Hospital; died 
July 2, aged 83. 


Neumann, Conrad A. ® Winona, Minn.; North- 
western University Medical School, Chicago, 1909; 
fellow of the American College of Surgeons; asso- 
ciated with the Winona (‘eneral Hospital; died 
July 6, aged 77. 


Pawling, Philip Sheridan ® Evanston, Wyo.; St. 
Louis College of Physicians and Surgeons, 1917; 
associated with the Wyoming State Hospital, where 
he died May 27, aged 72. 


Pennock, Elmer Lorne ® Harrison, N. Y.; Queen’s 
University Faculty of Medicine, Kingston, Ont., 
Canada, 1912; served as a captain in the medical 
corps of the Canadian Army during World War I; 
member of the staffs of St. Agnes Hospital in White 
Plains, St. Vincent’s Hospital in Harrison, and the 
United Hospital in Port Chester; director of the 
medical department, Harrison Public School Sys- 
tem; for 38 years school physician, and town health 
officer for 15 years; died in the United Hospital, 
Port Chester, June 29, aged 75. 


Percy, Irving Everett, Chicago; Loyola University 
School of Medicine, Chicago, 1924; died July 8, 
aged 60. 


Perkins, Charles Norman ® Burlington, Vt.; Uni- 
versity of Vermont College of Medicine, Burlington, 
1905; veteran of World War I; alderman for many 
years; South Burlington health officer; associated 
with the DeGoesbriand Memorial Hospital and 
Mary Fletcher Hospital, where he died June 15, 
aged 79. 


Pitt, Cullen ® Richmond, Va.; University College 
of Medicine, Richmond, 1905; past-vice-president 
of the American Student Health Association; for 
many years physician at the University of Rich- 
mond, where he was physician to its athletic asso- 
ciation, and where a portrait was presented by the 
alumni on his retirement; from 1925 until 1956 
served as assistant medical director and then as 
medical director of Atlantic Life Insurance Com- 
pany; assistant medical director of Mutual Life In- 
surance Company of Virginia from 1946 to 1956, 
when he was elected medical director; died July 
10, aged 79. 


Posey, Gifford O. ® Tucumcari, N. M.; Southwest- 
ern Homeopathic Medical College and Hospital, 
Louisville, Ky., 1903; formerly practiced in Cimar- 
ron, where he served two terms as mayor; died in 
the Tucumcari General Hospital July 1, aged 81. 


Quint, Sumner Joseph, Burbank, Calif.; University 
of Southern California College of Medicine, Los 
Angeles, 1899; for many years practiced in Los 
Angeles; died July 3, aged 87. 


DEATHS 


J.A.M.A., Sept. 26, 1959 


Rambo, David T. ® Ottumwa, Iowa; College of 
Physicians and Surgeons, Keokuk, 1897; formerly 
practiced in Chillicothe; associated with Ottumwa 
and St. Joseph hospitals; died July 3, aged 85. 


Raymond, R. O., Phoenix, Ariz.; Washington Uni- 
versity School of Medicine, St. Louis, 1899; prac- 
ticed in Flagstaff; died in St. Joseph’s Hospital July 
6, aged 82. 


Reed, Woodie N. ® Amory, Miss.; born in Fulton 
Feb. 2, 1877; Memphis (Tenn.) Hospital Medical 
College, 1901, past-president of the East Mississippi 
Medical Society; member of the board of trustees 
of Amory city schools for two terms; a charter 
member and past-president of the Amory Kiwanis 
Club; formerly practiced in Fulton, where he was 
health officer of Itawamba County; local surgeon 
for the Frisco Railroad from 1914 to 1928 and also 
served as division surgeon for the railroad from 
1918 until 1952; chief of staff and formerly superin- 
tendent of Gilmore Sanitarium; died in the Baptist 
Memorial Hospital, Memphis, Tenn., June 30, 
aged 82. 


Rosenberg, Louis, Brooklyn; Regia Universita degli 
Studi di Roma. Facolta di Medicina e Chirurgia, 
Italy, 1932; associated with the Williamsburg Gen- 
eral Hospital; died May 26, aged 56. 


Rudulph, Charles Murray ® Birmingham, Ala.; 
Medical College of Alabama, Mobile, 1900; veteran 
of World War I; associated with the South High- 
lands Infirmary and St. Vincent's Hospital, where 
he died July 2, aged 79. 


Segall, Samuel, Baltimore; Thiiringische Landes- 
universitat Medizinische Fakultit, Jena, Thuringia, 
Germany, 1930; interned at Mount Pleasant Sana- 
torium in Reisterstown, Md.; died in Washington, 
D. C., March 25, aged 55. 


Senteff, Louis Henry ® St. Petersburg, Fla.; Med- 
ical College of Alabama, Mobile, 1904; veteran of 
World War I; member of the American Trudeau 
Society; served as medical superintendent of the 
Mount Logan Sanatorium in Chillicothe, Ohio; died 
in St. Anthony's Hospital July 2, aged 80. 


Shultz, Harry M. ® Logansport, Ind.; Medical Col- 
lege of Indiana, Indianapolis, 1903; veteran of 
World War I; formerly county health officer; for 
many years on the medical staff of the Pennsylvania 
Railroad; served on the staff of St. Joseph Hospital 
and the Memorial Hospital, where he died June 
28, aged 86. 


Shumate, David Larkin ® Kansas City, Mo.; Barnes 
Medical College, St. Louis, 1896; associated with 
the Kansas City General Hospital, Research Hos- 
pital, and St. Joseph Hospital; died in St. Luke’s 
Hospital July 8, aged 85. 
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Sidis, Sarah Mandelbaum, Miami Beach, Fla.; Bos- 
ton University School of Medicine, 1897; formerly 
practiced in Portsmouth, N. H., where she was 
medical director of the Sidis Institute; died July 9, 
aged 85. 


Silbert, Samuel ® New York City; Columbia Uni- 
versity College of Physicians and Surgeons, New 
York City, 1917; veteran of World War I; asso- 
ciated with the Montefiore Hospital, where he was 
attending surgeon; consulting surgeon in peripheral 
vascular disease at Mount Sinai Hospital, where he 
died July 10, aged 65. 


Sirken, Charles ® Jersey City, N. J.; University and 
Bellevue Hospital Medical College, New York City, 
1917; veteran of World War I; secretary of the 
medical advisory board from 1939 to 1945 and 
president of the medical board from 1945 to 1947 
at the Christ Hospital, where he died July 4, 
aged 65. 


Sophian, Lawrence Henry ® Medical Director, 
U.S. Public Health Service, retired, New York City; 
born in New York City June 26, 1903; Harvard 
Medical School, Boston, 1925; joined the teaching 
staff of his alma mater as an instructor in pathol- 
ogy; left this post in 1929 to assume the position of 
associate professor of pathology at the New York 
Post-Graduate Medical School; in 1930 appointed 
chief of pathology at Roosevelt Hospital, where he 
remained until entering the U. S. Public Health 
Service in 1939; served at the U. S. Marine Hos- 
pital, Staten Island, N. Y., as director of laboratories 
and research; later was promoted to medical di- 
rector of the U. S. Public Health Service and re- 
tired in 1952 with the rank of captain; specialist 
certified by the American Board of Pathology; 
member of the American Association of Patholo- 
gists and Bacteriologists and the College of Amer- 
ican Pathologists; at one time member of the med- 
ical department of Lederle Laboratories; medical 
director and vice-president of William Douglas 
McAdams, Inc., a pharmaceutical advertising 
agency; joint author of “The Sulfapyrimidines’; 
died in the Roosevelt Hospital July 8, aged 56. 


Sphar, Robert Argyle ® Brownsville, Pa.; Medico- 
Chirurgical College of Philadelphia, 1910; asso- 
ciated with the Brownsville General Hospital; died 
in the Presbyterian Hospital, Pittsburgh, July 2, 
aged 78. 


Staats, James Clinton ® California, Ky.; Eclectic 
Medical College, Cincinnati, 1917; formerly prac- 
ticed in Cincinnati, where he was associated with 
the Deaconess Hospital; died in St. Luke Hospital 
of Campbell County, Fort Thomas, July 1, aged 67. 


Stewart, Ernest Richard Vernon ® Cincinnati; 
Eclectic Medical College, Cincinnati, 1924; asso- 
ciated with Our Lady of Mercy Hospital in Marie- 
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mont, Ohio, Speers Memorial Hospital in Dayton, 
Ky., St. Elizabeth Hospital in Covington, Ky., and 
Bethesda Hospital in Cincinnati; died near Mara- 
thon July 5, aged 70. 


Stone, Abraham ® New York City; born in Russia 
Oct. 31, 1890; University and Bellevue Hospital 
Medical College, New York City, 1912; served as 
associate clinical professor of preventive medicine 
at his alma mater and as a faculty member of the 
New School for Social Research; from 1923 to 1927 
instructor in urology at the New York Post-Grad- 
uate Medical School; veteran of World War I; 
fellow of the American Society for the Study of 
Sterility and the New York Academy of Medicine; 
since 1941 director of the Margaret Sanger Re- 
search Center; founder and president of the Amer- 
ican Association of Marriage Counselors and vice- 
president of the Planned Parenthood Federation 
of America; in 1947, at the request of the State De- 
partment, was appointed by the National Research 
Council as delegate to the first World Conference 
on Family and Population at Paris; in 1951 the 
World Health Organization of the United Nations 


~ named him a special consultant on family planning 


in India and Ceylon; in 1947 received the Albert 
and Mary Lasker award for his work in planned 
parenthood; consultant in urology at the Sydenham 
Hospital; joint author of “A Marriage Manual,” 
“Planned Parenthood,” and “Premarital Consulta- 
tion”; editor of the Journal of Human Fertility from 
1936 to 1949; died in New York Hospital July 3, 
aged 68. 


Tolstoouhov, Alexander Vladimir, New York City; 
Russian University of Warsaw Faculty of Medicine, 
1920; died in St. Luke’s Hospital July 9, aged 70. 


Truscott, Joseph Robert, Binford, N. D.; University 
of Minnesota College of Medicine and Surgery, 
Minneapolis, 1901; president of the school board; 
for services during World Wars I and II received 
presidential citations; died in Northwood June 27, 
aged 88. 


Venus, Charles Henry, York, Pa.; Baltimore Medical 
College, 1902; died July 5, aged 87. 


Wanlass, Stanley Adrian ® Harrison, N. Y.; George 
Washington University School of Medicine, Wash- 
ington, D. C., 1923; veteran of World War I; hon- 
orary police surgeon and served as school doctor 
at Harrison Avenue School; associated with the 
United Hospital in Port Chester; vice-president of 
the Rye (N. Y.) National Bank; died in Rye July 
12, aged 66. 


Weidman, David Henry, Buffalo; University of 
Buffalo School of Medicine, 1932; associated with 
the Deaconess Hospital; died July 1, aged 51. 
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FOREIGN LETTERS 


AUSTRIA 


New Orally Given Diuretic Agent.—At the meeting 
of the Society of Physicians in Vienna on May 29, 
H. Schnack and F. Wewalka compared the results 
obtained with hydrochlorothiazide, an orally ad- 
ministered diuretic agent, with those obtained 
when chlorothiazide was used. For the former a 
small dose (25 to 150 mg.) was effective and a 
slight blocking of carbonic anhydrase, manifested 
by a decreased potassium excretion, was noted. 
The effect continued for 24 to 48 hours with ade- 
quate doses. Although removal of edematous fluid 
in cardiac patients was prompt, no diuresis was 
produced in patients with cirrhosis of the liver. 
This difficulty was overcome by doubling the dose 
or by combination with agents which released car- 
bonic anhydrase. Not even mild psychic changes 
were ever observed in any of a series of 31 patients 
with cirrhosis of the liver. The drug was well toler- 
ated and it could be given in small maintenance 
doses over a prolonged period. 


Perphenazine for Psychoses.—At the same meet- 
ing, E. Friihmann and H. Gross reported that they 
had treated 150 psychotic patients with perphena- 
zine. The effect of the drug is similar to that of 
chlorpromazine. Relief of anxiety and decreased 
aggression, motor unrest, and impairment of think- 
ing was observed. In addition to the rapid pro- 
duction of sedation, the disappearance of hallu- 
cinations and the prompt dissolution of the manic 
mood were remarkable. As a result of this treat- 
ment a much earlier institution of psychotherapy 
and occupational therapy was possible. In patients 
with melancholia and endogenous depression the 
anxiety and excitability were improved but be- 
cause the depression was greatly increased the 
drug is contraindicated in such patients. Epilepsy 
presents an absolute contraindication. The dosage 
must be determined individually, since the un- 
pleasant side-effects depend chiefly on the patient's 
constitution and general condition. 

Treatment usually started with the intramuscular 
administration of 5 mg. of the drug three times 
daily for three days followed by the oral adminis- 
tration of 8 mg. four times a day. In some patients 
doses up to 80 mg. might be given parenterally. 
Because of the undesirable side-effects, the speaker 
recommended simultaneous administration of an 
antiparkinsonian agent starting with the institu- 


The items in these letters are contributed by regular correspondents 
in the various foreign countries. 


tion of treatment. Threatening side-effects may be 
combated with thenalidine and caffeine. Life- 
threatening conditions of this type were observed 
in only one patient. The effect of perphenazine 
ranged between that of chlorpromazine and that 
of reserpine, but perphenazine seems to be su- 
perior to these two drugs because of its effect on 
the schizophrenic process. 


BRAZIL 


Surgical Infections.—Dr. J. G. Ramos (Revista 
Brasileira de Cirurgia, May, 1959) studied a series 
of 110 “clean” surgical operations. There was no 
indication that the use of antibiotics under such 
circumstances prevented complications or reduced 
the number of postoperative days in hospital. On 
the contrary, their prophylactic use engendered a 
false sense of security and gave rise to an increase 
of postoperative complications through relaxation of 
the rigid rules of asepsis. In the same issue Drs. 
Fernando Paulino and A. C. Neto compared a series 
of 100 patients subjected to various operations 
without the prophylactic use of antibiotics with 
other groups of such patients to whom antibiotics 
were given routinely. They concluded that antibi- 
otics should be given only when definitely indi- 
cated. 


Wounds of the Hands.—Dr. L. B. Abreu of Sao 
Paulo (Revista do Hospital das clinicas, vol. 14, 
May-June, 1959) pointed out the importance of 
early treatment of wounds of the hand. Primary re- 
pair of nerves and tendons is the ideal treatment, 
but this should not be attempted unless (1) the 
wound is fresh and clean, (2) the surgeon and as- 
sistant are thoroughly familiar with the anatomy of 
the hand and have mastered atraumatic technique, 
(3) a fully equipped operating room is available, 
(4) the patient is prepared to undergo a long oper- 
ation under general anesthesia, and (5) he can be 
closely watched in the first two postoperative days. 
If these conditions cannot be observed, it is safer 
to cleanse the wound, perform a débridement, and 
suture the skin. Secondary repair three to four 
weeks later will still give these patients excellent 
results. 


Chloroquine for Mycoses.—Dr. N. Belliboni_re- 
ported to a meeting of the Associacao Paulista de 
Medicina that he had treated a patient who had 
sporotrichosis with chloroquine and obtained com- 
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plete regression of the nodular and lymphangitic 
lesions in a little more than 20 days. He treated 
other patients who had sporotrichosis with this 
drug. Although an in vitro test had shown that 
the drug did not inhibit the growth of Sporotri- 
chum and Paracoccidioides, these other patients 
also showed marked improvement. The speaker then 
used the same drug to treat blastomycosis, chromo- 
mycosis, and actinomycosis, but in these patients 
so treated for 30 to 60 days, the results were in- 
conclusive. He had the impression that a patient 
with lupoid blastomycosis improved slightly, but 
When the treatment was stopped the initial condi- 
tion returned. In this patient oral administration 
of the drug caused a severe gastritis so the drug 
was given parenterally. The author believed that 
the good results of the use of chloroquine in sporo- 
trichosis, in spite of the inactivity observed in vitro, 
could be due to the transformation of the drug 
in the liver, where it might be split into chemical 
compounds of an unknown nature, which could be 
responsible for the curative action. 


Teratomatous Ovarian Choricepithelioma.—Dr. 
Paulo Torres, of the University of Juiz de Fora 
(Rev. ginec. e obst. 53:385, 1959) reported a case 
of teratomatous chorioepithelioma of the ovaries 
in a girl 7 years of age. Chorioepithelioma is 
a rare tumor and its teratomatous variety is inde- 
pendent of any previous pregnancy. The history 
of the patient was that she had had an accelerated 
physical development in the three months prior 
to admission, mainly in the external genitalia, with 
normal menstrual periods, asthenia, fever, and a 
painful swelling of the abdomen. She had the 
aspect of an adolescent girl, with pubic and axillary 
hairs and breasts well developed, large labia majo- 
ra, and cornification of the vaginal epithelium. 
The swelling in the low abdomen was as large as 
a pregnant uterus in the fifth month. The more 
important laboratory findings were positive Galli 
Mainini test results, increased excretion of urinary 
gonadotropins and estrogens as well as pregnane- 
diol and 17-ketosteroids. Vaginal cytology showed 
hyperestrogenic changes. 

The hypothesis of pregnancy having been ruled 
out, a tentative diagnosis of chorioepithelioma 
was made, and the patient was operated on 19 days 
after admission. A huge tumor mass was found 
involving the ovaries and tubes in continuity with 
the external surface of the uterus. Other small 
tumors were found on the parietal peritoneum and 
intestinal loops. These tumors were polypoid, soft, 
and had a dark red color similar to that of pla- 
cental tissue. Microscopic examination confirmed 
the presence of a chorioepithelioma by showing 
atypical placental trophoblasts (mainly Langhans’ 
cells), areas of necrosis, hemorrhage, hyperemia, 
vascular proliferation, and a few embryonal struc- 
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tures. There was no invasion of the uterine deep 
layers or endometrial glandular hyperplasia, de- 
cidual transformation of the chorionic cells, nor 
muscular hypertrophy. This case was of interest 
because of the rarity of the condition and the posi- 
tive histological diagnosis. 


DENMARK 


Posture in Boys.—Asmussen and Heebgll-Nielsen 
(Acta orthop. scandinav. 28:174-189, 1959) studied 
201 schoolboys, aged 7 to 16 years, to determine 
whether there was a correlation between the form 
and function of the back and to see how these 
factors change during the school years. It has been 
postulated that school life with its compulsory 
sedentary work caused deterioration of the backs 
of children, even though gymnastics and other 
forms of physical education were thought to com- 
pensate for it. The subjects all took part in compul- 
sory physical exercises three or four hours a week. 
It was found that lumbar lordosis increased but 
kyphosis and pelvic inclination decreased with in- 
creasing body weight. Flexibility of the spine 
seemed to increase with height in forward flexion 
and to remain constant in backward flexion. A ten- 
dency to a positive correlation between lumbar 
lordosis, kyphosis, pelvic inclination, muscular 
strength, and flexibility of the spine was also found. 
The authors concluded that a strong and flexible 
back most often also had more pronounced curves 
and vice versa. The normal range of degrees of 
curvatures was large (plus or minus 25% of the 
mean). Any attempt to “straighten” a curved but 
otherwise normal back by exercises or training 
consequently should be discouraged and most prob- 
ably would fail by itself. 


Side-effects from Isoniazid and PAS.—Olsen and 
Tgrning (Acta tuberc. scandinav. 37:89-103, 1959) 
studied a series of 52 ambulatory tuberculous pa- 
tients, most of whom had continued treatment with 
isoniazid and PAS after leaving the hospital. The 
total duration of chemotherapy was at least one 
year, except in one patient. Twenty-eight patients 
had _ psychological side-effects which in 18 were 
ascribed to isoniazid, and in 10 probably to other 
contributory causes. The symptoms were fatigue, 
impairment of concentration and memory, depres- 
sion, and unbalanced state of mind. They usually 
became obvious within the first months of ambula- 
tory treatment even in those patients who started 
with a fairly long treatment in the hospital. In 
most patients the symptoms continued for the 
duration of ambulatory treatment but disappeared 
within one or two months after discontinuance of 
treatment. The frequency of manifest psychological 
side-effects presumably was much higher in this 
series of private patients than the average, but the 
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observations reported here justify a stronger interest 
in these symptoms than had hitherto been shown. 
The author made a plea for caution in the large- 
scale use of isoniazid as prophylactic therapy in 
healthy persons. 


Ulnar Perineuritis.—Progressive arthrogenous pa- 
ralysis of the ulnar nerve arises by mechanical ac- 
tion on the nerve where it passes the elbow joint. 
This mechanical action on the nerve may be due to 
deformity of the joint after a fracture and the 
paralysis then appears after a latent period which 
may be several years. The paralysis may also arise 
in connection with an arthrotically deformed elbow 
joint, habitually increased cubitus valgus of the 
elbow joint, and chronic external trauma. In order 
to eliminate the detrimental action on the nerve, 
operation is indicated in most patients. 

Erik Jensen (Acta psychiat. et neurol. scandinav. 
34:205-221, 1959) operated on a series of 40 such 
patients. In 39 an anterior transposition of the 
ulnar nerve was performed and in one a bursa was 
removed from the ulnar groove. At a follow-up 
examination of 39 of the patients 1% to 9% years 
after the operation, it was found that in one patient 
the condition was slightly aggravated, in 2 it was 
unchanged, in 6 it was slightly improved, in 18 it 
was much improved, and in 12 it was cured. The 
author concluded that the slighter the paralysis and 
the shorter its duration the greater was the chance 
of full restitution by operation. Patients with in- 
cipient paralysis of the ulnar nerve thus ought to 
be subjected to operation as soon as possible. 


Chlorpropamide.—Chlorpropamide is a hypogly- 
cemic compound that differs chemically from tol- 
butamide only insofar as Cl is substituted for CH, 
in the para-position. V. Esmann and co-workers 
(Acta med. scandinav. 164:73-79, 1959) studied the 
clinical effect of chlorpropamide in 20 diabetic 
patients whose ages ranged from 41 to 85 years. 
Diabetes was newly diagnosed in five patients. The 
duration of the disease was less than 5 years in six 
patients, between 6 and 10 years in four patients, 
and more than 11 years in five patients. Six pa- 
tients had diabetic retinopathy. Chlorpropamide 
was found to be effective and well tolerated by 14 
of the patients when given in a dosage of 0.5 Gm. 
per day. One patient even did well on a dosage of 
0.25 Gm. daily. When more than 0.5 Gm. was given 
daily mild hypoglycemic reactions were occasion- 
ally observed. 

The treatment was stopped in two patients who 
developed fever and a rash. In one of them the 
treatment was resumed later without reappearance 
of fever or skin manifestations. None of the patients 
complained of nausea. Three patients complained 
of alcohol sensitivity with a flushing reaction sim- 
ilar to that following the use of disulfiram. The 
study of kidney function, liver function, and the 
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hematological status revealed no changes during 
the four-week period. The elimination of chlor- 
propamide from the body was slow. The biological 
half-life in the serum is about two days. Chlorpro- 
pamide caused an increase in intravenous dextrose 
tolerance and a slight decrease in inorganic phos- 
phate and potassium levels. 


Fibrinolysin in Thrombotic Diseases.—Jgrgen R¢gjel 
(Acta med. scandinav. 164:81-93, 1959) stated that 
until now fibrinolysin activity has been determina- 
ble only by methods too complicated for use in 
clinical routine. He devised a simple method based 
on the observation by Hagedorn that serum pos- 
sesses certain protamine-splitting properties. Brun- 
feldt and Poulsen found this protamine-splitting 
property to be due to fibrinolysin as the effect 
became accelerated by addition of streptokinase 
and inhibited by addition of ionized zinc. Addition 
of lysine ethyl ester would inhibit the protamine- 
insulin-splitting property of serum because of its 
specific inhibiting effect on fibrinolysin. 

In the present study the author determined the 
streptokinase activity and the spontaneous fibrino- 
lysin activity in serums from patients with throm- 
botic disturbances and from normal subjects, the 
fibrolysin activity being expressed by the half-life, 
i. e., the time required by a serum to reduce by 
50% the turbidity of the solution. In serums from 
normal subjects the activated half-life was found 
to be 5.31 minutes and the spontaneous half-life 
was found to be 2.12 minutes. In serums from pa- 
tients with thrombotic disturbances the activated 
half-life was 12.18 minutes and the spontaneous 
half-life was 2.39 minutes. Comparison of these 
two groups showed a much lower fibrinolysin ac- 
tivity in serums from patients with thrombotic dis- 
turbances than in those from normal subjects. More- 
over the investigation demonstrated the remarkable 
fluctuation of the fibrinolysin activity throughout 
the course of the thrombotic disturbance and usu- 
ally this activity would be found to be low coinci- 
dentally with the onset of an aggravation in the 
clinical condition. 

With a view to precluding the possibility of anti- 
coagulant treatment by heparin from influencing 
the fibrinolysin activity, one patient with a physio- 
logical disease was treated with anticoagulant 
drugs. Throughout the treatment his fibrinolysin 
activity remained normal. In patients in whom 
infarction could not be diagnosed on the basis of 
clinical and electrocardiographic findings the au- 
thor suggested that the fibrinolysin analysis might 

of use. In one patient with a mesenteric throm- 
bosis a reduced fibrinolysin activity was recognized 
and hence the diagnosis could be made_ before 
operation. In another patient the fibrinolysin activ- 
ity remained low for nine days after the leg had 
been amputated. This feature might be explained 
on the principle that the fibrinolysin combined with 


195! 
Vv. 1 
| 
| 
| 
| 
| 


Vol. 171, No. 4 


such fibrin as formed in the wound secretion. Grad- 
ually as the secretion from the wound subsided the 
fibrinolysin values became normal. 


Bowel Function in the Puerperium.—Bach and 
Ingerslev (Acta obst. et gynec. scandinav. 38:88-92, 
1959) investigated the bowel function in 411 puer- 
peral women. Of the patients who were allowed 
out of bed on the first postpartum day 40% had a 
spontaneous bowel movement daily after the re- 
establishment of bowel function as compared with 
30% of those not allowed out of bed until the fourth 
postpartum day. Spontaneous bowel movement 
occurred in 60% of the patients before the sixth 
postpartum day. The patients allowed out of bed 
on the first postpartum day had a spontaneous 
bowel movement earlier than those allowed out of 
bed on the fourth postpartum day. The authors 
concluded that routine treatment with cathartics 
during the puerperium was not justified. If help is 
needed the authors recommended the use of sup- 
positories and if these do not produce the desired 
effect magnesium sulfate should be given. 


Quantitative Determination of Gonadotropins.— 
S. G. Johnsen (Acta endocrinol. 31:209-227, 1959) 
determined quantitatively the amount of hypo- 
physial gonadotropins in 24-hour urine specimens 
in 295 normal subjects (118 men aged 25 to 96 
years, 38 women aged 18 to 49, 64 women aged 51 
to 87, and 75 children aged 9 to 15). In the men the 
excretion of gonadotropins rose continuously with 
age starting in the early 30’s. At the age of 70 the 
mean value was about twice as high (58 units) as in 


young men (30 units). The level of values in men 


was far from the level of values reached by post- 
menopausal women. The mean value of 20 units in 
the younger and regularly menstruating women 
was lower than in the young men and was inde- 
pendent of age so long as regular menstruation was 
present. As regarded the influence of the menstrual 
cycle on the excretion of gonadotropins, 12 women 
had a sudden rise in gonadotropin excretion in the 
middle of the cycle. Before and after this rise the 
level was about the same. In the older and post- 
menopausal women the climacteric caused a ten- 
fold rise in the values from that of the childbearing 
age. The mean value in the group 50 to 64 years of 
age was 210 units. 

In the children it was found that for the boys 
the gonadotropin excretion was somewhat lower 
than in men, with an average of 14 units, and in girls 
the excretion was on the average almost the same 
as in women. The author concluded that the normal 
values for the excretion of hypophysial gonadotro- 
pins in urine varied with age and sex. Commenting 
on the so-called male climacteric he stated that the 
testicular steroid production showed a slow steady 
decrease starting in the 30’s but never completely 
ceased within the normal lifespan. A sudden gona- 
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dal change comparable to the menopause in wom- 
en does not occur, as a state of castration is not 
reached, and it is therefore meaningless to speak 
of a male climacteric. 


Chlorothiazide as a Diuretic.—Tage Hilden and co- 
workers (Nord. med. 61:717-719 [May] 1959) gave 
57 patients who had edema chlorothiazide as a 
diuretic in 72 periods of treatment of 5 days’ 
duration and in 24-hour doses of 1 or 2 Gm. The 
drug was an effective diuretic. An increase of the 
24-hour dose from 1 to 2 Gm. caused only a slight 
increase in the diuretic effect. Generally chlorothi- 
azide produced only minor alterations in the plasma 
levels of chloride, sodium, and bicarbonate ions. 
The most essential electrolytic change was a fall in 
the plasma potassium level. Pathologically low 
values appeared in six patients. No correlation was 
observed between the fall in the serum potassium 
level and a change in weight. A marked fall in the 
serum potassium level could be seen when the 
diuretic effect was only slight or failed to appear. 
Practically no immediate side-effects were seen. 
One patient developed an eruption of the skin. The 
kidney function estimated from the serum creatinine 
level remained uninfluenced except in one patient 
with thrombosis of a renal vein. 


acd: 


Renal Damage due to p —Larsen 
and Mller (Acta med. scandinav. 164:53-71, 1959) 
questioned 698 patients over 20 years of age ad- 
mitted to the department of medicine of the County 
and Municipal Hospital of Vejle and found that 205 
or 29.4% took acetophenetidin-containing drugs 
daily and 156 or 22.3% took them occasionally; 98 
patients, or 14%, had taken the drug daily for six 
years or longer. Twice as many women as men took 
acetophenetidin daily and the women tended to 
take larger doses and to continue for longer periods 
than the men. The renal function was found to be 
reduced in 68 (33.2%) of the 205 patients who took 
the drug daily. This finding differed significantly 
from the findings of reduced renal function in 29 
(8.6%) of 337 patients who did not take acetophenet- 
idin and 17 (10.9%) of 156 patients who used it 
occasionally. 

This incidence of reduced renal function was 
found to increase with the intensity of the dosage 
and the duration of administration. These findings 
were regarded as definite proof that acetopheneti- 
din had an injurious effect on the kidneys. Of 21 
patients whose total consumption of the drug was 
7 kg. or more, 17 had reduced renal function, and 
these results uniformly indicated a renal lesion 
characterized by reduced ability to concentrate and 
reduced filtration. Hypertension, retinopathy, or 
edema were not encountered. Infections of the 
urinary tracts were frequent but did not occur 
until acetophenetidin had been used for many 
years and must be regarded as secondary. Because 
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prolonged use of this drug in large doses indicates 
genuine drug addiction, preparations containing it 
should not be stainable without a prescription. 


FINLAND 


Skin Arthroplasty—K. O. Kettunen (Acta orthop. 
scandinav. 28:190-197, 1959) used skin graft arthro- 
plasty in 122 operations on different joints. In con- 
nection with later arthrotomies performed on two 
such joints tissue samples were examined micro- 
scopically. These samples revealed cartilaginous 
metaplasia. These specimens showed no signs of 
intra-articular irritation. The epidermal cells had 
become destroyed and no epidermal cysts had 
formed. The necessary condition for the metaplastic 
process was articular weight-bearing. In one patient 
in whom the ulnar joint surface was not covered 
with a skin graft, the granulation tissue growing 
from the joint surface retained its vitality and 
underwent a metaplastic development into cartilage. 
It therefore seemed evident that, if the articular 
cartilage was removed from both articular surfaces, 
investing only one of the articular surfaces with 
interposition material was sufficient. Histochemical 
increase of acid mucopolysaccharides in the ground 
substance of connective tissue was noted. The new 
cartilage was of either fibrous or hyaline type. The 
author concluded that the human organism toler- 
ates a full-thickness skin graft used as interposition 
material well. The epidermis of the skin graft be- 
comes destroyed and no epithelial cysts form. In 
the connective tissue used as interposition material 
a metaplastic development into cartilage takes 
place when this tissue is subject to joint function. 


Normal Distribution of Pulmonary Function Be- 
tween the Lungs.—The mean ratio of the functions 
of the two lungs and the physiological variation 
are not only of theoretical interest but also of prac- 
tical significance for evaluation of the results of 
bronchospirometry. V. Autio (Ann. med. int. 
Fenniae 48:9-13, 1959) studied the results of bron- 
chospirometry in 22 healthy volunteers, 5 men and 
17 women, their mean age being 24.8 years, none 
of whom had any history of pulmonary disease. 
Since for various reasons the ratio of the vital 
capacities of the lungs can be considered the most 
reliable measure of the differential function, the 
mean ratio of the functional capacities of the right 
and left lungs could be taken to be 53:47 + 5%. 
Thus if the total vital capacity of a subject were 5,000 
ce., the vital capacity of the right lung could vary 
between 2,400 and 2,900 cc. and still be normal. 


Phenethyldi ide for Diabetes.—M. Reinikainen 


(Ann. med. int. Fenniae 48:25-35, 1959) studied 
the effect of phenethyldiguanide (DBI) on 15 dia- 
betics aged 26 to 79 years (average 60) who had 
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used. carbutamide or tolbutamide previously but 
whose blood sugar level had remained over 200 
mg. per 100 ml. in spite of these drugs. Most of 
the patients also complained of fatigue and thirst. 
Of these patients eight had taken carbutamide or 
tolbutamide for a year or longer. DBI lowered 
the blood sugar level in nine patients. In three of 
these the drug caused nausea and vomiting and in 
one it caused diarrhea. In the youngest patients 
acidosis was present throughout the sulfonylurea 
treatment and did not disappear during DBI ther- 
apy, although doses of 200 mg. lowered the blood 
sugar level effectively. Vomiting necessitated dis- 
continuation of the treatment. There were no side- 
effects in the remaining six patients in whom the 
blood sugar level fell in response to treatment with 
DBI. In four of these the urine also became free 
from sugar. The author concluded that the fact that 
DBI produced a pronounced fall in blood sugar 
level in 9 of 15 patients was significant especially 
since none of them had responded satisfactorily 
to sulfonylurea therapy. 


Acute Bacterial Meningitis.—Most patients treated 
for acute bacterial meningitis are infants and young 
children. Only occasionally is the adult population 
affected. Kauhtio and Jansson (Ann. med. int. 
Fenniae 48:33-43, 1959) reported a series of 95 
patients over 15 years of age who were treated for 
acute bacterial meningitis. In the years 1937 to 
1946 Neisseria meningitis accounted for 60% of the 
cases but from 1947 to 1956 Streptococcus pneu- 
moniae predominated, accounting for 63% of the 
cases. Meningococcic meningitis tended to affect 
adolescents and persons under 40 years of age 
whereas 67% of the patients with pneumococcic 
meningitis were over 40. The disappearance of 
meningococcic meningitis with only three verified 
cases observed since 1945 might be explained by the 
increasing use of various antibiotics in treating al- 
most every febrile illness. The mortality was 9% 
during the early years. In patients with pneumo- 
coccic meningitis treated with penicillin the mortal- 
ity was 13%. Intrathecal administration of antibiot- 
ics seemed unnecessary. Meningitis caused by 
bacteria other than the two mentioned was rare. 
There were only seven such patients in the 20-year 
observation period. Four of these recovered. 
For the patients showing meningeal signs and 
symptoms and often presenting diagnostic and ther- 
apeutic problems, the authors recommended exami- 
nation of a direct smear of the spinal fluid. When 
no bacteria are found but the cell count is in the 
hundreds antibiotics should not be given unless 
there are some other indications and the spinal 
puncture should be repeated the next day. In pa- 
tients with serous meningitis the cells are predom- 
inantly, if not exclusively, lymphocytes, whereas 
in untreated bacterial meningitis the polymorpho- 
nuclear cells predominate, the sugar concentration 
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usually decreases, and the general condition of the 
patient deteriorates. By this time there also will be 
some bacterial growth in the culture of the spinal 
fluid obtained by the first puncture. The authors 
concluded that an early bacteriological diagnosis 
was of great importance when selecting appropriate 
treatment. The administration of several antibiotics 
and sulfonamides simultaneously as a routine meas- 
ure could not be recommended, In some patients 
purely supportive measures, if applied early, might 
be lifesaving. 


Theophylline Sodium Glycinate.—Oral administra- 
tion of theophylline and many of its derivatives 
which have a low solubility in water often causes 
gastrointestinal irritation. Therapeutic plasma levels 
cannot therefore always be attained. One of the 
new theophylline derivatives, theophylline sodium 
glycinate, readily soluble in water is now available. 
Seppala and Karkeli (Ann. med. exper. et biol. 
Fenniae 37:59-62, 1959) attempted to determine 
whether therapeutic plasma levels of theophylline 
could be attained by oral administration of theo- 
phylline sodium glycinate to 13 hospital patients in 
good condition and without any gastrointestinal 
disease. Every subject received a single dose of 0.9 
Gm. of theophylline sodium glycinate (equivalent 
to 0.45 Gm. of theophylline ). The therapeutic plas- 
ma level above 1 mg. per 100 ml. was reached in 
all 13 subjects usually after one or two hours. In 
eight subjects the theophylline plasma level after 
five hours was still above 1 mg. per 100 ml. The 
trial dose did not cause gastrointestinal irritation 
or other side-effects in any of the subjects. The 
authors, however, concluded that the therapeutic 
value of theophylline sodium glycinate depended 
on the frequency of side-effects in maintenance 
treatment. 


Systemic Lupus Erythematosus.—T. Vartio (Ann. 
med. exper. et biol. Fenniae 37:86-88, 1959) used 
the simple precipitation test for systemic lupus 
erythematosus, introduced by Jones and Thompson, 
on 98 patients with various disorders. Of 10 patients 
with systemic lupus erythematosus the test was pos- 
itive in 3. In one untreated patient the test was 
negative but after two weeks it became positive. 
In another patient treated for six months with corti- 
sone, ACTH, and chloroquine, the test was nega- 
tive, but after a month it became positive. The re- 
sults obtained were similar to those previously 
obtained. The test cannot be considered specific for 
systemic lupus erythematosus. 


‘Rheumatoid Arthritis—Laine and Julkunen (Ann. 
med, exper. et biol. Fenniae 37:100-104, 1959) 
studied the bentonite flocculation test (BFT) in 100 
adults (86 women and 14 men) with rheumatoid 
arthritis. The BFT was positive in 64% which was 
less than expected in view of previous investiga- 
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tions. There was no correlation between the BFT 
and the sedimentation rate. The duration of the dis- 
ease did not seem to affect the incidence of the 
positive reaction. 


Infrared Spectroscopy in Chemical Identification.— 
Infrared spectroscopy is the best and most rapid 
method for the identification of pure organic com- 
pounds when the spectrums of these compounds are 
available. Alha and Tamminem (Ann. med. exper. 
et biol. Fenniae 37:157-174, 1959) reported that 
since 1957 the Institute of Forensic Medicine of the 
University of Helsinki has been equipped with an 
infrared spectroscope with attached microscope. 
Thirty-one cases of suspected fatal poisoning were 


investigated in which the identification of the sep- | 


arated substances and the exclusion of suspected 
substances was made mainly by infrared spectros- 
copy. The materials investigated were specimens 
of body organs removed at autopsy and medicines 
that had been taken by the dead person. In the sep- 
aration of volatile substances one of the techniques 
used was steam distillation after precipitation with 
acetone. Nonvolatile substances were separated 
with acetone and the crude product obtained was 
fractionated into four groups. 


In the group of acid and neutral substances 
“water purification” was used and when necessary 
the separation of neutral substances and fractiona- 
tion of acid substances into two groups was done. 
The further treatment of the fatty mass obtained by 
acetone treatment was performed in two cases in 
which carbromal and methion (Mesantoin) were 
separated. Further procedures of purification and 
separation were sublimation, ion exchange, and 
chromatography on silica gel. The latter allowed 
the separation of pentobarbital and carbromal and 
of pentobarbital and bromisovalum. With use of the 
infrared spectrums the following substances sep- 
arated from cadaverous materials were identified: 
trichloroethylene, parathion, p-nitrophenol, DDT, 
Systox (an insecticide), acetophenetidin, beme- 
gride, meprobamate, tertiary amyl isovalerate, 
methoin, bromisovalum, carbromal!, sedormid, buta- 
barbital, phenobarbital, pentobarbital, barbital, 
aminopyrine, chloroquine, quinine, quinidine, and 
morphine. Mixtures of meprobamate and _ aceto- 
phenetidin and of amobarbital and pentobarbital 
were detected in two spectrums. The authors con- 
cluded that the infrared identification of toxic sub- 
stances called for a large collection of spectrums of 
toxic substances. 


Effect of Camphor on Coagulation.—Kivalo (Ann. 
med. exper. et biol. Fenniae 37:227-237, 1959) in- 
vestigated the mechanism of the hemostatic effect 
of camphorated oil in nine healthy subjects. When 
administered intramuscularly it was found to re- 
duce the time of coagulation markedly. Camphor 
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injection produced no positive change in the pro- 
thrombin index whereas a reductien in the throm- 
bocyte count might occur. No effect on blood cal- 
cium was noted. The reduction of the time of coag- 
ulation was thought by the author to be caused 
by a breakdown of thrombocytes resulting in a 
higher content of thromboplastin-producing sub- 
stances in the blood. These investigations sup- 
ported the contention that the prompt use of cam- 
phorated oil for pulmonary hemorrhage was fully 
justified. On the other hand, its use should be 
avoided when there is a risk of thrombosis. 


Trichomycin.—Vartiainen and Ryynianen (Ann. chir. 
et gynacc. Fenniae 48:100-105, 1959) treated a series 
of 50 patients who had vaginitis with trichomycin. 
In 46 patients there was a positive culture of Trich- 
omonas vaginalis. In the remaining four, T. vagina- 
lis were found in the catheterized urine. The control 
group consisted of 50 patients with vaginitis in 
whose cultures no T. vaginalis were found. In 
78.3% of the patients in whom the culture was neg- 
ative, no subjective or objective signs of colpitis 
worthy of mention appeared after treatment. In 
15.2% of the patients the subjective symptoms had 
disappeared almost entirely and objectively only a 
few organisms were found but both the culture and 
the cytological smears showed the continued pres- 
ence of T. vaginalis. In only three patients or 6.5% 
could no result be ascertained from treatment. 
The organisms were still abundant and the vaginal 
mucosa was Clearly inflamed. The antibiotic caused 
no side-effects but trichomonal cystitis did not re- 
spond to this treatment. 


Prematurity Studies.—Dr. C. E. Riaiha (Nordisk 
medicin, May 28, 1959) studied a series of about 
2,000 pregnant women. The volume of each moth- 
er’s heart was measured at some time after the 
fourth month of pregnancy and on the first day 
after confinement. The figures thus obtained were 
correlated with the duration of pregnancy and the 
weight of the child at birth. The smaller the vol- 
ume of the mother’s heart, the greater was the 
risk of prematurity. When mothers had a _ heart 
volume of less than a certain figure obtained by 
x-ray examinations in two dimensions, it was found 
that the risk of prematurity could be greatly re- 
duced by having the mother avoid heavy work 
and rest at intervals throughout the day. Since 
prematurity is a mirror of the standard of living 
of a given community, the risk of it may be 1 to 
2% when the standard of living is high. In the 
various Scandinavian countries it is about 5%. 
The present study shows that in Finland it is 
possible to reduce this figure to 2.4%. It should 
be noted that among the 86,985 infants born in 
Finland in 1957, 1,514 were stillborn and 1,179 
died within the first week of life, giving a peri- 
natal mortality of 3.1%. 
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Rehabilitation After Brain Damage.—Dr. E. Hill- 
bom (Nordisk medicin, July 16, 1959) estimated 
that Finland has about 4,700 persons who had 
incurred a cerebral injury. Of these 3,552 were 
available for statistical analysis. They were treated 
in (1) a hospital that treated them as inpatients 
or outpatients and provided facilities for a thorough 
examination and appropriate treatment, (2) a 
hostel that housed the totally disabled for whom 
room could not be found at home, and (3) an 
institution that provided much varied occupation 
for the partially disabled who could not quite hold 
their own in a competitive society. 

A special study of 415 veterans showed that 17% 
had a 0 to 25%, 64% had a 30 to 65%, and 19% had 
a 70 to 100% disability. Epilepsy occurred in 41%. 
It was present in 14% of the veterans with slight 
injuries and in 74% of those whose injuries were 
severe. The epilepsy was practically cured in 10%, 
sometimes spontaneously. All of the patients with 
slight injuries were at work, and so were 97% of 
the patients with moderately severe injuries, but 
these were not always full-time jobs. Only 47% of 
the subjects with severe injuries were at work and 
in some instances the work was part-time. Of this 
material as a whole it could be claimed that 86% 
continued to be active members of the community, 
capable of earning a living with the aid of the 
pensions to which they were entitled, 74% had 
returned to their former occupations, and 13% 
had successfully undergone training for a new 
occupation. 


Reduction of Respiratory Function by Disease.— 
Ville Autio (Acta tuberc. scandinav. 37:112-125, 
1959) performed bronchospirometries on 132 pa- 
tients with unilateral tuberculous lesions to deter- 
mine the loss of function occasioned by parenchy- 
mal and pleural involvement of varying degree. He 
found that, whereas parenchymal lesions affected 
only a small loss of pulmonary function, pleural 
lesions were much more serious in this respect. By 
computing the relative contributions of the healthy 
and affected sides to the predicted vital capacity for 
the patients examined, it was established that the 
decrease in the vital capacity of the affected side 
was not accompanied by an increase in the vital 
capacity of the contralateral side. The contributions 
of the affected side to the total oxygen uptake, vital 
capacity, and ventilation were found to increase in 
this order. The differences, however, were not large 
and the distribution of vital capacity between the 
lungs was believed to reflect the differential func- 
tion fairly well. 

The greater relative ventilation, i. e., relative hy- 
perventilation of the affected lung as compared 
with its relative oxygen uptake, was especially evi- 
dent in patients with severe pleural complications. 
The author concluded that loss of function after 
resection depended decisively not only on the 
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amount of parenchymal tissue removed but also on 
the subsequent reaction of the pleura. The serious- 
ness of pleural complications was evidence of the 
importance of proper hemostasis, postoperative re- 
moval of any blood that might have entered the 
pleural cavity, and immediate expansion of the 
lung. 


GERMANY 


Rheumatic S me.—Kraus and Koll (Med. Klin. 
54:861, 1959) reported that treatment with a mix- 
ture of chloroquine diphosphate, aspirin, and pred- 
nisone (Elestol) for a maximum of nine months 
gave distinct improvement in two patients who had 
spondylarthrosis ankylopoietica (analgesia after 
two or three weeks and free mobility after five 
weeks in one patient and slow subjective improve- 
ment in the other) and in 22 of 27 patients with 
recent activation of chronic rheumatoid arthritis 
(excellent results in 7, good results in 11, and mod- 
erate subjective improvement, usually beginning 
after three to eight days, in 4 patients). Marked 
and persistent regression of inflammatory swelling 
and improvement of joint mobility usually occurred 
in the second week of treatment. Radiographic con- 
trols showed no distinct changes. In one nurse no 
reactivation occurred when work was resumed, al- 
though this had happened regularly before. The 
sedimentation rate declined by 50% in 7 of 10 pa- 
tients. Improvement of the inflammatory constella- 
tion in the serum electrophoresis was demonstrated 
in 25% of the patients. 

When careful trials were made to withdraw the 
preparation, symptoms recurred but responded well 
when the drug was used again. No effect was ob- 
served in osteoarthritis. As regards side-effects 
edema developed in three, allergic exanthema in 
one, and euphoria in isolated patients. About 25% 
noted gastric pressure in the initial phase of treat- 
ment. When distinct improvement had _ been 
achieved, the medication was gradually changed to 
a course of chloroquine alone for 6 to 12 months. 
Severe reactivations were observed after patients 
had deliberately discontinued taking the tablets. 


Antistreptolysin Reaction in Tuberculosis.—Hude- 
mann and Maas (Tuberkulosedrzt 13:192, 1959) 
made three determinations of the antistreptolysin 
titer (AST) at intervals of 14 days in 100 patients 
with tuberculosis (41 with progressive and 59 with 
regressive forms). Although no streptococcic or 
rheumatic diseases were clinically observable, ele- 
vated values and significant changes of AST were 
noted in 33% and 25% of the patients respectively. 
The reason for these changes was not determined. 
It was not possible to demonstrate an influence of 
specific chemotherapy on the behavior of the titer. 
It appears that the antistreptolysin titer in patients 
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with pulmonary tuberculosis requires a critical ap- 
proach. To suggest a rheumatic condition in tuber- 
culous patients merely from an increased AST 
does not seem to be justifiable. 


Iron Metabolism.—Heilmeyer and _ Keiderling 
(Deutsche med. Wchnschr. 84:724, 1959) made 
quantitative determinations of the absolute amount 
of iron used for hemoglobin synthesis and of the 
amount of iron not used for this purpose with the 
aid of radioactive iron in 7 healthy persons, 17 
patients with infectious diseases, and 9 with 
malignant tumors. In those with infections and ma- 
lignant tumors the incorporation of hemoglobin iron 
and the turnover of nonhemoglobin iron in erythro- 
cytes were increased. The mean life span of eryth- 
rocytes is 60 days in infections, while in health it 
is about 100 days. 


Vitamin C and Ovulation.—T. Nakajima of Kiel 
(Zentralbl. Gyndk. 81:337, 1959) stated that the 
vitamin C level may offer a further means of de- 
termining the time of ovulation. Basal temperature, 
determination of eosinophils in the peripheral 
blood, and determination of the pyknosis index 
from vaginal smears were referred to for compari- 
son. Vitamin C levels were determined in the urine. 
In a healthy woman with regular menses the vita- 
min C level showed marked variations in the 
course of two cycles. The lowest levels were seen 
at the beginning of and shortly before menstrua- 
tion. Another lowering of the ascorbic acid level 
was observed one day after the lowest basal temp- 
erature reading in both cycles. In five patients 
receiving gonadotropin for ovarian insufficiency 
lowering of the vitamin C level at the time of ovula- 
tion was also demonstrable. Uncharacteristic fluctu- 
ations were seen in two women who did not re- 
spond to gonadotropin. It was not considered feas- 
ible to determine the time of ovulation from the 
vitamin C level alone. 


Responsiveness of Corticosteroids to Corticotropin. 
—J. R. Bierich and co-workers (Acta endocrinol. 
31:40-48, 1959) reported that under maximum 
stimulation with long-acting corticotropin given 
intramuscularly the 17-hydroxycorticosteroids in 
25 normal children rose within eight hours from 
11.2 + 2.8 meg. per 100 ml. to 37.0 + 6.0 mcg. 
per 100 ml. The same stimulation given to children 
receiving prednisone for longer periods resulted 
in significantly lower values. Longer duration of 
treatment was paralleled by progressively lower 
values. After continuous therapy for six months 
or more the mean basic values were 4.0 mcg. per 
100 ml. and the mean final values 5.7 mcg. per 
100 ml. After abrupt cessation of the therapy the 
tests did not become normal until four to seven 
days later, but the risk of adrenal insufficiency 
could be reduced by diminishing the doses gradu- 
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ally. Tests which were performed during long-term 
treatment with additional administration of cor- 
ticotropin or during intermittent therapy, with 
prednisone given only four days in the week, 
showed results within normal limits. 

Ten children with rheumatic fever were treated 
by long-term therapy with depot-ACTH. Daily 
doses of 30 to 70 I. U. of corticotropin per square 
meter of body surface led to progressively higher 
levels of 17-hydroxycorticosteroids, which after 
several weeks reached values between 70 and 
120 mcg. per 100 ml. The basic levels, however, 
were also low in these patients. Obviously the 
adrenal cortex had not atrophied but hypertro- 
phied. In contrast to this the corticotropic activity 
of the hypophysis seemed to be diminished in the 
same way as after therapy with corticosteroids. 


Insulin-Zinc Suspension.—Eckler and Koch of Bre- 
men (Miinchen. med. Wchnschr. 101:1219, 1959) 
treated 37 diabetic children daily with insulin-zinc 
suspension (IZS), most of them for several years. 
After being treated for several years with two 
injections of other insulin preparations 17 patients 
could be treated with only one injection of IZS a 
day. Twenty patients were treated from the be- 
ginning with only one injection of IZS a day. Fol- 
low-up examination revealed excellent results in 
20 and satisfactory results in 12 patients. The results 
in five could not be judged, because the follow-up 
period was too short. In spite of the severity of 
the disease in most of the children no metabolic 
disturbances were noted. 


Cesarean Section and Diabetes.—A series of 35 
pregnancies complicated by diabetes was reviewed 
by H. J. Siegler (Geburtsh. u. Frauenh. 19:384, 
1959). Cesarean section was preferred by the au- 
thor to other methods of delivery in these patients 
because it greatly reduces perinatal mortality. 
Peridural anesthesia combined with a “lytic cock- 
tail” consisting of 100 mg. of meperidine, 50 mg. 
of chlorpromazine, and 50 mg. of promethazine 
was preferred to inhalation anesthesia because it 
was not accompanied by a rise in blood sugar level 
and did not cause fetal asphyxia. 


Intracranial Hypertension.—The blood and urine 
of 210 patients with cerebral tumors with no direct 
effect on the hypophysis and hypothalamus were 
examined by Herbert Brilmayer (Acta endocrinol. 
31:130-136, 1959) who found that in acute intra- 
cranial hypertension, parallel with its intensity, 
leukocytosis, eosinopenia, lymphopenia, sodium and 
chloride retention, and an increase in the excre- 
tion of free corticoids and 17-ketogenic steroids 
occurred in the urine. In chronic intracranial hyper- 
tension no significant findings were observed be- 
yond a slight leukocytosis. When after a chronic 
course the increase in intracranial pressure reached 
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an excessive degree the findings of an increased 
steroid excretion and an increased potassium- 
sodium ratio obtained in acute intracranial hyper- 
tension were generally reversed. Thus, values were 
found which were significantly diminished far be- 
low the normal range. Consequently there was a 
relationship between the intensity and the course 
of intracranial hypertension on the one hand and 
the endocrine state on the other. These findings 
showed that an increased intracranial pressure 
which had not existed for more than six weeks led 
to activation of the adrenocortical system. 


Cor Pulmonale.—Before starting treatment for 
chronic cor pulmonale, it is useful to distinguish 
between a more or less permanent stage of com- 
pensation and periodic decompensation due to 
infection. Management of this condition is still one 
of our most difficult problems, but knowledge of 
the associated disorders of function produced thera- 
peutic possibilities that have greatly improved the 
prognosis. Treatment of the peripheral circulation 
is of great importance. Treatment in general con- 
sists of (1) antibiotics for the endobronchial infec- 
tion resulting in bronchospasm, (2) relief of the 
bronchospasm, and (3) relief of hypoxemia. Pa- 
tients with respiratory paralysis are the most diffi- 
cult to treat. The author prescribes analeptics for 
these patients. This permits the simultaneous treat- 
ment of several patients in a general hospital with- 
out the use of a respirator. 


HUNGARY 


Private Practice Curtailed.—The Hungarian daily 
newspaper Nepszabadsag (March 28, 1959) an- 
nounced that a recent government decree had 
made it impossible for a physician to devote his 
time exclusively to private practice. Only if the 
doctor has a full-time job in a state organization 
is he allowed to have some private patients. The 
Minister of Health was claimed to be the final 
authority to determine under what circumstances 
a physician could have a private practice. 


JAPAN 


BCG Vaccine.—Ebina and Saito (Acta tuberc. 
scandinav. 37:162-174, 1959) reported comparative 
studies on the prophylactic and protective value 
of BCG vaccine. A group of 3,211 BCG-vaccinated 
and 2,615 unvaccinated students, nurses, and in- 
habitants of two farm villages were observed for 
one to four years. The morbidity from tuberculosis 
per 1,000 persons was significantly lower in the 
vaccinated than in the unvaccinated. Among nurses 
observed for four years the morbidity was 20.2 per 
1,000 for the 198 unvaccinated and 14.4 per 1,000 
for the 208 vaccinated. Tuberculosis was observed 
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four times as often in 1,990 unvaccinated persons 
ranging in age from 14 to 25 years who attended 
the outpatient clinic because of symptoms sug- 
gestive of tuberculosis as in 2,147 vaccinated per- 
sons attending the clinic. In the outpatients acute 
forms of tuberculosis such as miliary, pneumonic, 
and mixed type with cavity formation occurred 
more frequently in the unvaccinated while in- 
durative types occurred more frequently in the 
vaccinated. 

Concerning the extent of lesions, more patients 
with moderately advanced and far-advanced_tu- 
berculosis were seen in the former group and more 
patients with minimal tuberculosis in the vacci- 
nated. Among a group of 90 vaccinated and 282 
unvaccinated patients hospitalized because of the 
serious nature of their tuberculosis, the condition 
of 92.2% of the vaccinated and 77.7% of the con- 
trols improved. The condition of the remaining 
7.8% of the vaccinated and 22.3% of the unvacci- 
nated remained unchanged or became worse. The 
mortality from tuberculosis in all three groups stud- 
ied was significantly higher in the unvaccinated 
than in the vaccinated. No significant differences 
were observed in the occurrence of tuberculosis 
and the type of disease in 252 persons who had 
received nonlyophilized BCG vaccine as compared 
with 378 who had received lyophilized vaccine. 


KOREA 


National Tuberculosis Association.—An armistice 
agreement in 1953 halted the military fighting in 
Korea, but the people of South Korea are still wag- 
ing warfare on many other fronts. The ravages of 
war left a nation plagued by overcrowding, malnu- 
trition, breakdowns in sanitation, and shortages of 
medical supplies. Among the most widespread of 
the war-spawned diseases is tuberculosis. Its inci- 
dence in South Korea is 4%, or 13 times the rate 
reported in the United States. Because of the need 
to support their families, many of those with open 
lesions cannot be isolated. A bright spot in this 
dismal picture is the effort of 300 volunteer work- 
ers who comprise the Korean National Tuberculosis 
Association. These dedicated persons, although 
struggling themselves to live in an insecure econ- 
omy, have sacrificed their time and efforts without 
pay to battle tuberculosis. 

Three treatment centers are now operating at 
Seoul, Taegu, and Kwangju. The clinics follow a 
procedure of mass roentgenography and centralized 
treatment which was established for the Republic 
of Korea by the United States Army Advisory 
Group. Each new patient is registered, given a 
medical examination, roentgenograms are taken, 
and if tuberculosis is found the patient may be 
treated at the center. Despite limited facilities and 
equipment, the doctors, nurses, and technicians are 
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able to process 100 patients a day. As in the United 
States, the chief source of funds is the annual sale 
of Korean Christmas seals. Additional money from 
government subsidies, United States contributions, 
contributions from United States personnel sta- 
tioned in Korea, and the sale of tuberculosis lit- 
erature and subscriptions to the Journal of Tuber- 
culosis aid in the work of the association. 

The association is also conducting an active 
educational program in the form of lectures, dem- 
onstrations, and refresher courses for workers at 
government health centers. Magazines, films, post- 
ers, and pamphlets are supplied to schools and eivic 
groups to combat public ignorance and miscon- 
ceptions about tuberculosis. The association also 
sponsors vaccination for school children. This pro- 
gram, initiated in 1950 by a group of Scandinavian 
doctors, is being carried on by the association. Last 
year 80,000 children received BCG vaccination. 
The results of this program are paying off in a 
dropping incidence of tuberculosis for this age 
group. The association also furnishes grants-in-aid 
for tuberculosis research. Funds have been set aside 
for three additional free clinics to be established 


NORWAY 


Comparison of Analgesics.—Ivar Lund (Nord. med. 
61:854-856 [June 4] 1959) compared the analgesic 
effect of dihydrocodeine with that of morphine, 
meperidine, and a placebo of saline solution in 218 
patients with postoperative pain. Satisfactory relief 
of pain was obtained with 90% of 156 doses of 
morphine, with 87% of 160 doses of meperidine, 
with 77% of 188 doses of dihydrocodeine, and with 
47% of 90 doses of saline solution. The author 
suggested that the analgesic effect of dihydro- 
codeine ideally should be compared with a dose 
of morphine that produced no more respiratory 
depression than did the optimal dose of dihydro- 
codeine (30 mg. per 70 kg. of body weight). This 
would possibly provide information as to whether 
or not relief of pain and depression of respiration 
were inseparably linked in dihydrocodeine as they 
are believed to be in the common analgesics. 


Enzyme Treatment of Arteriosclerosis.—A series of 
6 patients suffering from intermittent claudication 
and 20 who had obliterative arteriosclerosis were 
treated with Vasolastine, stored under optimal 
conditions, by Otto Selvaag and co-workers (Nord. 
med, 61:713-717 [May 7] 1959). This drug is a 
combination of citrogenase, amino acid oxidase, 
and tyrosinase. In two patients the treatment was 
«abandoned. The remaining 18 patients received 
22 to 160 injections over a period of 2 to 14 months. 
Five of the patients with intermittent claudication 
and one with angina pectoris improved during the 
period of treatment. The subjective improvement 
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in two patients with claudication was especially 
good but even then arteriographs showed an in- 
crease of intimal lesions in the femoral arteries. 
Most probably the improvement was due to a 
more effective collateral circulation. The 18 pa- 
tients who were treated for more than two months 
had a serum cholesterol value averaging 350 mg. 
per 100 ml. before treatment. At the end of the 
treatment the serum cholesterol value was 363 mg. 
per 100 ml. For the seven patients treated more 
than nine months, the figures were, respectively, 
403 and 397 mg. per 100 ml. Changes were there- 
fore insignificant in serum cholesterol values dur- 
ing or after treatment. There was no improvement 
in the arteriographs of the aortic, iliac, or femoral 
arteries. No immediate effect of the injections on 
the temperature of the skin and the muscles in 
the lower extremities was noted. 


Transurethral Prostatic Resection.—At the Rikshos- 
pital in Oslo, transurethral resection is chosen for 
80% of the patients with benign prostatic hyper- 
plasia and retropubic prostatectomy is chosen for 
the rest. The choice of operation is largely deter- 
mined by the size of the prostate and the wishes of 
the patients. To compare the respective merits of 
the two methods, Dr. W. Mathisen ( Tidsskrift for 
den norske Laegeforening, July 1, 1959) made a 
five-vear follow-up examination of 347 patients. Of 
the 258 who had had transurethral resection, 20% 
and, of the 89 who had had retropubic prostatec- 
tomy, 48% suffered from total retention of urine on 
admission. In the former group there were no op- 
erative deaths and im the latter there was one. In 
the former, 93% and in the latter, 83% had an 
uncomplicated postoperative course. Mathisen 
tempered his praise of transurethral resection with 
a warning that the procedure is technically difh- 


Nephrectomy.—The admission to the hospital of 
two comparatively young patients who had devel- 
oped hypertension a few vears after nephrectomy 
caused Mjélnerdd and Prydz ( Tidsskrift for den 
norske Laegeforening, July 1, 1959) to wonder 
what the long-term prognosis is with regard to 
blood pressure in such patients. They undertook 
a follow-up examination of 59 of these. The indica- 
tion for nephrectomy was pyohydronephrosis in 24 
patients, hydronephrosis in 19, calculi in 7, trau- 
matic rupture in 5, hypoplasia in 3, and essential 
hematuria in 1. Ot the seven with a high preoper- 
ative blood pressure the hypertension in two per- 
sisted after the operation. Of the remaining 52 
patients with a normal preoperative blood pressure 
12 developed hypertension. Though this investiga- 
tion vielded no clear-cut answer to the questions 
raised, it suggested that hypertension may be an- 
ticipated in 20 to 25% of the patients on whom 
nephrectomy is performed for unilateral disease. 
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Acute Osteomyelitis.—Dr. K. Stray (Tidsskrift for 
den norske Laegeforening, July 1, 1959) reviewed 
a series of 32 patients who had acute osteomyelitis 
with special reference to the mistakes made before 
many of these patients were admitted to the hos- 
pital. In 19 they had long remained at home be- 
cause some other ailment such as rheumatic fever 
or phlegmon of the soft tissues had erroneously been 
diagnosed, or because an early roentgenogram had 
been negative. Ten of these 19 had been given in- 
adequate doses of penicillin which had only con- 
fused the issue and masked the correct diagnosis. 
In one patient the illness had lasted for 120 days 
and in another it had lasted for 63 days before 
admission. In spite of such delays, and because of 
the penicillin given in large doses over a long 
period, there were no deaths. A follow-up examina- 
tion showed that 31 of these patients had recov- 
ered completely. The one exception was a patient 
who had had a series of abscesses lasting a few 
days and recurring at long intervals. 


Relapsing Gonorrhea.—Dr. H. C. Gjessing ( Tids- 
skrift for den norske Laegeforening, July 1, 1959) 
stated that since 1952 there has been a marked 
rise in the frequency of relapses after the treat- 
ment of gonorrhea with penicillin. Although the 
same preparation and dosage was used, the re- 
lapse rate rose from about 2.3% at the end of 1954 
to about 10% at the end of 1957. Evidently the 
dosage of 300,000 units had become insufficient, 
and since January, 1958, the dosage has been raised 
to 600,000 units of procaine penicillin. Since Sep- 
tember, 1958, the penicillin resistance of the caus- 
ative organism has been determined before treat- 


ment is given. 


SPAIN 


Contest for Blanco Soler Prize.—Physicians of any 
country in the world are entitled to enter this con- 
test but their writing must be in Spanish. The manu- 
script must be typed double space, on only one side 
of the paper, and be over 100 pages long. The topics 
to be treated are problems of art, history, litera- 
ture or philosophy, and their relation to medicine. 
Each monograph must have a title and be accom- 
panied by a sealed envelope containing the same 
title as the monograph and the authors name. 
Therefore, no work should be signed or include 
any indication of the author's identity. The mono- 
graphs tor this contest should be bound or simply 
have the pages sewed together. They should be 
sent in duplicate, by registered mail to Dr. Don 
Juan Fernan Perez, Secretary General, calle de 
Fuencarral, 113—Madrid. The closing date for en- 
terig this contest is Nov. 30. The presentation of 
prizes will be made during the inaugural meeting 
of the Association of Physician Writers and Artists 
in the assembly room of the Official College of 
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Doctors, Madrid—calle de Esparteros, 11. The first 
prize is 5,000 pesetas and a gold medal. The sec- 
ond prize is 2,500 pesetas and a silver medal. For 
honorable mention bronze medals will be awarded. 


UNITED KINGDOM 


Parking Privileges for Doctors.—Doctors are to 
have curbside parking space reserved for them and 
will be issued badges for their automobiles, the 
annual meeting of the British Medical Association 
(BMA) in Edinburgh was told by the chairman of 
the Private Practice Committee. The BMA has been 
assured of support from the Ministry of Transport 
for reservation of space outside or near surgeries 
and hospitals in controlled parking zones. Badges 
will be issued to those who use cars for house calls 
or visits to establishments where there is no park- 
ing lot. Local authorities will be urged to exempt 
doctors from excess charges on parking meters 
when they have been required to stay with pa- 
tients longer than the permitted parking period. 


Family Frictions and Divorce.—At the same meet- 
ing, leading London psychiatrists agreed that it 
was not a bad thing for children to see their parents 
quarrel in a civilized way and make up. If inocu- 
lated with small doses of parental disharmony, 
children become immunized and realize that this 
kind of thing can happen in marriage. Concealment 
of parental disharmony, said Dr. D. Stafford-Clark, 
might result in a build-up of tensions. Then the 
children will see, not the long-stoked fires of resent- 
ment but the holocaust that burns down the house. 
If parents can quarrel and make up in front of the 
children their marriage will stand a better chance 
and the children will grow up to realize that minor 
quarrels do not lead to divorce. Every marriage 
worth saving has headed for the rocks at some 


period 


Rapid Growth, Short Life.—At the same meeting, 
Prof. P. L. Krohn, of Birmingham University, said 
that people age fastest when they are youngest and 
begin to age more slowly as they get older. A diet 
giving the maximum rate of growth is not the best 
for a long life span. Rapid growth and short life go 
together. 


Alternative to National Health Service.—At the 
same meeting, an alternative to the National Health 
Service was discussed. The cost of the scheme 
would be met in part by the state and out of insur- 
ance funds. Doctors would be paid for each service 
that they rendered. Control would be by an inde- 
pendent body on which the medical profession, the 
public, the government, and recognized insurance 


agencies were represented. The association’s coun- 
cil, representing more than 72,000 doctors, was 
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instructed to approach other professional bodies 
about the formation of a confederation of profes- 
sional associations. Dr. E. A. Gerrard said that, 
while the influence of the trade unions and big 
business had steadily increased, that of the profes- 
sional classes had tended to diminish. The proposed 
confederation should be free from party politics. 


No New Hospitals.—At the same meeting, attention 
was called to the fact that not one new general 
hospital had been completed in Great Britain since 
the National Health Service started. The policy of 
the Ministry of Health has been one of patch and 
mend. The hospital standards are rapidly falling 
behind those of almost all the countries of Western 
Europe. If this continues it is inevitable that the 
standard of medical service will also deteriorate. 


Patients Outnumber Population.—The number of 
persons on doctors’ lists in London last year, 
3,449,601, was 224,601, or nearly 7% more than the 
3,225,000 estimated to live in the area. This is 
stated in the 11th annual report of the London 
Executive Council of the National Health Service. 
The inability to identify persons who died, emi- 
grated, or joined the armed forces accounted for 
much of this inflated figure. About 50% of those 
reported as treated were without a health service 
number. Much of the inflation arose from immigra- 
tion. As a result of inquiries among immigrants 
who had been registered with a doctor for more 
than a year, many were being removed from lists 
for such reasons as “returned abroad” and “where- 
abouts unknown.” The report gives details of visi- 
tors from 59 countries who were treated. People 
from Eire, Australia, the United States, Germany, 
South Africa, India, Canada, the West Indies, East 
Africa, West Africa, and France topped the list. 


Federation Wants Doctors.—The Central African 
Federation’s senior medical officer hopes to per- 
suade the government to cut the element of risk 
for young medically skilled immigrants by guaran- 
teeing free return air transportation for interns, 
who, on completing a year’s work, are told that the 
federal medical service will not provide the career 
they seek. Rhodesia and Nyasaland suffer from a 
shortage of skilled medical staff, largely because 
Africans now seek treatment which they used to 
regard with deep suspicion. Thus, although the 
number of the Federal Ministry of Health’s medical 
officers rose from about 200 to about 240 during 
the five years ending in 1958, in the same period 
admissions of African inpatients were almost 


doubled. 


Sensitivity to Poliomyelitis Vaccine.—Streptomycin 
and penicillin are used in the manufacture of poli - 
myelitis vaccine from infected monkey kidney cul- 
tures, and although the possibility of allergic re- 
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actions to the vaccine has always been considered 
no case had been reported in Britain until Thomson 
and Fletcher (Brit. M. J. 2:39, 1959) described an 
immediate sensitivity reaction to the vaccine in a 
nurse. Within five minutes of receiving an injection 
intramuscularly she felt a generalized itching, par- 
ticularly about the eyes, which began to swell 
until she could hardly see. She had a throbbing 
sensation in her ears, abdominal cramps, and symp- 
toms of shock. An injection of 1 ml. of 1:1,000 
epinephrine solution was given subcutaneously 
which gradually relieved the condition. Because of 
her occupation and youth it was decided to com- 
plete the immunization six weeks later. A course 
of injections of 0.1 ml. of poliomyelitis vaccine was 
planned at weekly intervals. These produced peti- 
orbital edema, nausea, agitation, and trembling, 
but the symptoms subsided within 10 minutes after 
administration of epinephrine and chlorphenira- 
mine maleate. It was estimated that only 3 to 10 
units of penicillin and 20 units of streptomycin were 
present in | ml. of the vaccine. 

The authors recommend that, before poliomyelitis 
vaccine is given, the patient or the parent should 
be asked if there is a history of penicillin or strep- 
tomycin sensitivity and that if there is any doubt a 
test dose should be given intradermally. Particular 
attention should be paid to those who work with 
these antibiotics. If available, penicillinase should 
be given several hours before the vaccination. 


Installation of the President.—B e the Duke of 
Edinburgh was still in Canada "during the Joint 
Annual Meeting of the British and Canadian medi- 
cal associations in Edinburgh in July, his installa- 
tion as President of the British Medical Association 
was postponed until the autumn. The ceremony will 
take place in BMA House on Oct. 28, and in the 
evening the Duke will be present at the council 
dinner of the association. In his absence the follow- 
ing message was read: 

“When I accepted your invitation to become 
President of the British and Canadian Medical 
Associations, I had every intention to be ‘present 
at the joint meeting in Edinburgh. However, as I 
am sure you know only too well, nothing in this 
life is entirely certain, and I am at present in Can- 
ada due to circumstances quite beyond my con- 
trol. I am particularly sad not to be with you, be- 
cause this meeting of British and Canadian medi- 
cal men is just that kind of Commonwealth coop- 
eration which can do the most good. The meeting 
together of men of like minds, working to the same 
end, demonstrates the value of the Commonwealth 
connection and uses it to achieve practical results. 

“Although I have to miss the joint meeting in 
Edinburgh, I have had the privilege of being in- 
stalled as President of the Canadian Medical Asso- 
ciation in Toronto only a short while ago. This was 
a most pleasant and successful affair, which I am 
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sure my Deputy President, Dr. Kirk Lyon, will con- 
firm. Later this year I look forward to my installa- 
tion as President of the British Medical Associa- 
tion. As I understand that it is customary for the 
president to deliver a short address on that occa- 
sion, I do not propose to anticipate that task to- 
day. This is simply a short message of apology and 
encouragement in my unavoidable, but still re- 
grettable, absence. I hope very much that you will 
all enjoy the present meeting and that the argu- 
ments will be fierce and long. There is no better 
way to find out the strength of opinions and ideas 
than open and unfettered discussion. It is also my 
hope that the whole meeting will take place in a 
happy and cooperative atmosphere, because it is. 
bound to color the outlook of all those who are at- 
tending for the next 12 months, and, speaking as a 
customer, I would rather be attended by someone 
who had been inspired by happy and lively con- 
ference than depressed by a series of dull debates. 
I wish the meeting every success.” 


Trachoma.—It is hoped that means to prevent or 
cure trachoma will result from discovery of the 
causal agent. Isolation of the causative virus was 
achieved by Dr. L. H. Collier and Mr. J. Sowa, 
working in Gambia. The virus had been found a 
little earlier in Peking, but the British workers 
were the first to demonstrate that it caused tra- 
choma in man. The virus was inoculated into the 
conjunctiva of a blind volunteer and resulted in 
typical trachoma. 


Delivery by Suction.—According to an annotation 
in the ‘British Medical Journal (July 18, 1959) the 
replacement of traction forceps by an instrument 
using suction was considered even before 1849. 
Recently the vacuum-extractor of T. Malmstrom, 
of Gothenburg, has given fresh impetus to the idea. 
The instrument consists of a suction cup attached 
by a chain to a metal traction handle and con- 
nected to a vacuum pump and meter. The cup, 
which is made in four sizes from 55 to 80 mm. in 
diameter, is applied to the fetal scalp, and a vac- 
uum of 0.6 to 0.8 kg. per square centimeter is 
formed. Traction is then applied intermittently in 
time with the uterine contractions. 

W. D. Cunningham, of Sydney, Australia, used 
the vacuum-extractor in a series of 21 patients in 
preference to the conventional forceps. He was im- 
pressed by the fact that excessive or ill-directed 
traction was impossible because the suction cup 
would come away if the surface to which it was 
applied was not relatively flat or if the force ex- 
erted exceeded that of the suction. Moreover, the 
compression action of ordinary forceps was absent. 

O. G. A. Berggren, of Linkoping, Sweden, re- 
ported that in a 12-month period of 1956-1957 
before the vacuum-extractor was introduced the 
cesarean section rate of delivery was 2.1% and the 
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forceps rate was 3%. In the following 12 months 
the vacuum-extractor was used in 75 deliveries 
(4.6% of the total), and the cesarean section rate 
fell to 1.3% while forceps were applied only once. 
The most common indications for employing suc- 
tion were fetal distress and failing uterine con- 
tractions, but, whereas Cunningham used the vac- 
uum-extractor only when the traditional conditions 
for forceps extraction were fulfilled, Berggren used 
the instrument in eight deliveries before the cervix 
was fully dilated and in six while the head was 
still high. Berggren is convinced that the vacuum- 
extractor is less hazardous to mother and baby 
than conventional forceps. The artificial caput suc- 
cedaneum which the suction cup caused usually 
disappeared within a day, and in only 10 of the 
75 babies was the mark still apparent after a week. 
There was no increase in the incidence of intra- 
cranial] damage to the fetus after the introduction 
of the new instrument. 


Life in the Frozen or Dried State.—Parkes and 
Smith (British Medical Journal, May 16, 1959) 
stated that suspended animation is achieved in 
nature by dessication more often than by freezing 
and that the ultimate aim of all biologists engaged 
in the preservation of life at low temperatures is to 
graduate from freezing to freeze-drying, so that the 
material can be kept on the shelf, rather than in 
the freezer. Life depends essentially on a cycle in- 
volving water, oxygen, carbon dioxide, fixed nitro- 
gen, and a temperature at which interaction is 
possible. Many lower organisms and most plants 
produce spores or seeds which have a very low 
water content and a negligible respiration rate, 
and thus have a high resistance to cooling, drying, 
and lack of oxygen. 

Young or hibernating warm-blooded animals 
have something in common with cold-blooded ani- 
mals in that their body temperature can be reduced 
to a few degrees above 0 C without damage. The 
hibernating bat can survive at several degrees be- 
low zero provided it does not freeze. In all these 
cases, however, heartbeat and respiration still pro- 
ceed slowly, so that the state is not one of sus- 
pended animation. There is no evidence that the 
cold-blooded vertebrate or the young or hibernat- 
ing warm-blooded animal has any immunity to the 
damage caused by conversion of body water to 
ice. In adult nonhibernating mammals the position 
is still more difficult because breathing and circu- 
lation cease when the internal temperature is re- 
duced to between 25 and 15 C. When cooled 
below that range the respiration and circulation 
cease and death was supposed to be inevitable. 
This is now known not to be so, and by special 
methods mice, rats, dogs, and monkeys have all 
been revived from deep body temperatures ap- 
proaching 0 C after cessation of breathing and 
heartbeats for up to one hour. Recovery is usually 
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complete and tests on resuscitated rats have shown 
no impairment of memory or learning ability fol- 
lowing the severe anoxia. Dogs and monkeys 
showed no change in reflexes or in behavior. 

In the hamster, a potential hibernator, the body 
temperature was reduced to less than zero by im- 
mersion in a bath at —5 C. In these circumstances 
the animal may start to freeze, or it may super- 
cool. In the freezing animal, body water begins 
to be converted to ice in the superficial tissues, 
in which case the deep body temperature drops 
only slowly below the freezing point of the blood 
(—0.6 C). Such animals have been resuscitated 
undamaged after the body temperature has been 
below the freezing point for up to one hour, at 
which point about 50% of the body water had been 
converted to ice. During supercooling the body 
temperature is not maintained by the latent heat 
of crystallization of water, and falls rapidly to that 
of the surrounding bath. The supercooled state may 
be terminated by the sudden crystallization of ice 
throughout the tissue fluids, which results in a 
rapid rise of body temperature to freezing point 
and is very dangerous to life. If spontaneous crys- 
tallization does not occur, supercooled animals can 
be revived in perfect condition. 

In man, body temperature is now commonly re- 
duced to about 28 C for surgical purposes, but at 
this temperature the heart still beats slowly, and 
natural breathing can, if necessary, be supple- 
mented by artificial respiration. Recently, Niazi 
and Lewis reported that a patient had survived 
cooling to a deep body temperature of 9 C without 
circulating her blood through a pump oxygenator. 
The heart was at a standstill for one hour. After 
rewarming, the patient recovered consciousness 
and survived 38 weeks thereafter without any ap- 
parent alteration in neurological or intellectual 
functions. Before treatment she had been in the 
terminal stages of inoperable pelvic carcinoma with 
abdominal and pulmonary metastases. She even- 
tually died from the spread of the original disease. 
This temperature (9 C) is the lowest recorded in a 
human adult who subsequently recovered. Tempo- 
rary cooling to this degree may prove of great 
value in medicine and surgery. 


New Hypotensive Agent.—The medical treatment 
of malignant hypertension has hitherto been based 
on the use of drugs blocking transmission at the 
synapses of the autonomic ganglions. While they 
block preganglionic sympathetic impulses, and so 
reduce blood pressure, they also block preganglion- 
ic and postganglionic parasympathetic action, and 
for this reason produce such undesirable side-effects 
as constipation, blurring of vision, and dryness of 
the mouth. Professor Rosenheim and co-workers 
have used a new type of hypotensive drug, bretyli- 
um tosylate, which selectively accumulates in ad- 
renergic nerve endings in sufficient concentration 


9 
71 


172/464 


to block adrenergic (peripheral sympathetic) trans- 
mission, without antagonizing the direct action of 
circulating epinephrine and levarterenol (Lancet 
2:17, 1959). It thus produces a fall in blood pres- 
sure without undesirable side-effects, on either the 
sympathetic or the parasympathetic systems. Ani- 
mal studies by Boura showed that it produces 
a generalized blocking of the sympathetic nervous 
system in doses that do not inhibit parasympathetic 
activity or interfere with transmission in the central 
nervous system. Studies with the drug labeled with 
radioactive carbon (C"*) showed that its high speci- 
ficity of action is probably the result of selective 
accumulation in adrenergic nerves. Unlike such 
drugs as phentolamine, bretylium is not adren- 
olytic. 

Observations on normotensive volunteers and hy- 
pertensive patients showed that the new drug 
effectively reduces blood pressure and can be used 
for the long-term treatment of hypertension. The 
effective dose varies widely from person to person 
(130 to 840 mg. three times a day by mouth). A 
series of 24 hypertensive patients were thus treated, 
some for six months, with excellent results. Hourly 
blood pressure records showed that control of blood 
pressure was fairly smooth if the drug was given 
every eight hours. The hypotensive effect of bre- 
tylium is potentiated by chlorothiazide. The only 
side-effect observed was transient congestion of the 
nasal mucosa in some of the patients. Tests with 
C"*-labeled bretylium showed that a single dose of 
the drug is completely eliminated in 24 hours. 


Continuous Blood Pressure Monitor.—A new con- 
tinuous blood pressure electronic monitor, invented 
by Dr. J. H. Green of the department of physiol- 
ogy, Middlesex Hospital Medical School, London, 
is now in commercial production. Not only does it 
enable physicians to obtain a continuous reading 
of a patient’s blood pressure but also it will regu- 
late the supply of drugs to the patient to maintain 
a predetermined blood pressure level. The blood 
pressure follower, as it is called, has been in use 
for the last 18 months in the operating room of a 
London hospital. 

Instead of the usual method of using an arm 
cuff and a stethoscope to listen to sounds in the 
artery distal to the cuff, the new instrument re- 
quires only a small cuff containing a crystal micro- 
phone that is fitted over the patient’s finger. The 
main disadvantage of the arm cuff method is that 
it causes discomfort to the patient if left on for 
any length of time and that the stethoscope can 
be used only in quiet surroundings and provides 
only spot readings. Another method, in which a 
cannula is inserted into an artery, also causes dis- 
comfort and carries with it the danger of clot 
formation in the artery. The new method is pain- 
less and can be used while the patient is asleep, 
when the necessary information may be relayed 
to a remote point such as a nurses’ office. Any ab- 
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normal change in pressure immediately alerts an 
alarm system and bells or lights will give warning 
at the control point. 

One of the main principles on which the instru- 
ment is based is the use of a finger as the source 
of pulsation. A piezoelectric crystal, which acts as 
a microphone, is placed over the digital artery. The 
finger is then inserted in a cuff and the cuff is en- 
closed in a rigid plastic tube. The cuff is then 
inflated from a small pump in the apparatus. The 
piezoelectric crystal responds to variations in the 
digital pulse and the impulses from the crystal are 
used to control the pressure in the cuff and thus 
provide a continuous recording. 

An electromagnetic valve opens and closes with 
the pulsations. A fixed leak deflates the cuff when 
arterial pulsations stop as the pressure in the cuff 
exceeds systolic arterial pressure. The electromag- 
netic valve then opens automatically, more air is 
pumped into the cuff, the cycle is completed, and 
then repeated for any required period. The cuff 
pressure in this way follows changes in systolic 
blood pressure and all such changes are revealed 
on the instruments of the apparatus. An important 
principle of the procedure is the insertion of the 
entire finger into the rigid plastic tube which con- 
tains the pneumatic cuff. By this means the risk 
of edema is minimized when used over a long 
period. Moreover, the cuff can be worn for many 
hours without discomfort and records can be ob- 
tained over still longer periods merely by changing 
the finger used every four hours or so. 

One of the invention’s main advantages is that 
it enables a continuous trouble-free record of blood 
pressure changes throughout an operation or in the 
ward. With this instrument, it is also possible to 
pre-set the required blood pressure level for as 
long as required, and a solenoid device automat- 
ically controls the intake of drugs, so that blood 
pressure constantly remains at the required level. 
Any variation from the predetermined maximum 
and minimum automatically sets off an alarm im- 
mediately, at the same time cutting off the supply 
of the drug. In patients with shock in whom the 
blood pressure and the impact of the shock are 
closely related, the instrument provides constant 
observation and gives prior warning of dangerous 
changes in blood pressure level. This information 
is of great value especially if blood transfusions 
have been given. 

There is a large potential use for this apparatus 
in the field of psychiatry. This is not a so-called 
lie detector, but practitioners in the treatment of 
mental ailments should welcome this means of re- 
cording emotional responses, relative to changes 
in blood pressure. One big advantage of the in- 
strument is the fact that it can be used so unob- 
trusively. Eliminating the emotional stress usually 
induced by direct contact with the consultant, it 
can be used to record away from the room where 
the patient is relaxing. 
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CORRESPONDENCE 


VETERANS’ NON-SERVICE-CONNECTED 
DISABILITIES 


To the Editor:—The Medical and Chirurgical Fac- 
ulty of the state of Maryland (Maryland State 
Medical Association) has, for many years, ex- 
pressed concern over the inroads the Veterans 
Administration hospitals are making into the realm 
of the private practice of medicine. In order to 
combat the fantastic growth of treatment of non- 
service-connected ailments of veterans, the faculty 
has passed many resolutions condemning this prac- 
tice and urging that something concrete be done 
to curtail or stop this insidious growth. The fac- 
ulty’s House of Delegates at its 1959 annual meet- 
ing passed a resolution that all component medical 


societies of the American Medical Association be 
contacted and urged to support the faculty's stand 
in this respect. 

As a result of a letter sent to every A. M. A. 
component medical society, 11 answers have been 
received, all in the affirmative. It is anticipated 
that other societies will also reply in the affirma- 
tive and that full support to this projected con- 
certed action will be forthcoming from them as 
well. It is hoped that an appropriate resolution 
will be introduced in the A. M. A.’s House of 
Delegates at its clinical session in Dallas in 
December. 

Amos R. Koontz, M.D., Chairman 
Committee on Veterans’ Medical Care 
1211 Cathedral St. 

Baltimore 1. 


MEDICAL FILM REVIEWS 


Hands: Psychiatric Occupational Therapy: 16 mm., color, 
sound, showing time 28 minutes. Prepared by Jackson A. 
Smith, M.D., Omaha. Produced in 1958 by and procurable 
on loan from Audio Visual Aids Section, Nebraska Psychi- 
atric Institute, Omaha 5, Neb. 


It is a regrettable fact that only a few deeply 
empathic character actors can undertake the por- 
trayal of a psychiatrist, a mental patient, or a 
professional psychiatric aide without becoming 
strained, stilted, or overtheatrical in manner, ges- 
ture, or voice. This almost universal handicap ap- 
plies also to this film but, happily, it has few other 
defects. In substance it relates how a young schizo- 
phrenic woman is induced to explore and express 
her relationship with people past and present by 
molding a series of clay figurines in the occupa- 
tional therapy section of a mental hospital, and how 
this form of communication is utilized therapeuti- 
cally by the occupational therapy worker under fre- 
quent psychiatric supervision. True, the figurines 
purportedly carved by the patient are actually 
minor masterpieces of mimetic art, and the se- 
quences omit mention of any other concurrent 
therapy; yet, this glorification of a single aspect 
of the treatment makes the film’s message all the 
more vivid. The author’s script is clear and psy- 
chiatrically sound, the color photography is su- 
perb, and the musical background unobtrusively 
expressive. The film, even without expert intro- 


duction or subsequent commentary, is recommend- 
ed for exhibition to lay and professional groups 
interested in ancillary techniques in psychotherapy. 


NEW FILMS ADDED TO A. M. A. 
MOTION PICTURE LIBRARY 


The Operating Microscope in Otologic Surgery: 16 mm., 
color, silent, showing time 24 minutes. Prepared in 1958 by 
George E. Shambaugh, M.D., Eugene L. Derlacki, M.D., 
and Wiley H. Harrison, M.D., Chicago. Procurable on loan 
(service charge $4) from Motion Picture Library, American 
Medical Association, 535 N. Dearborn St., Chicago 10. 

The history of the development of the operating 
microscope is traced with unposed photographs of 
the persons who were chiefly responsible for 
this innovation. Examples of the use of this instru- 
ment in reconstructive surgery of the middle ear 
are shown. (Reviewed in J. A. M. A.. December 6, 
1958, page 1935.) 


Stapes Mobilization, Footplate Visualization Method: 
16 mm., color, silent, showing time 11 minutes. Prepared in 
1956 by George E. Shambaugh, M.D., Eugene L. Derlacki, 
M.D., and Wiley H. Harrison, M.D., Chicago. Procurable on 
loan (service charge $3) from Motion Picture Library, 
American Medical Association, 535 N. Dearborn St., Chi- 
cago 10. 

The original, relatively blind, tactile method of 
mobilizing the stapes has been changed to a more 
exact controllable technique by direct visualization 
of the footplate under the operating microscope. 
The method of exposing the footplate to direct 
inspection and several methods of achieving mobili- 
zation are demonstrated. (Reviewed in THE Jour- 
NAL, June 1, 1957, page 601.) 
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INTERNAL MEDICINE 


Radioiodine Therapy of Hyperthyroidism. G. E. 
Sheline and E. R. Miller. A. M. A. Arch. Int. Med. 
103:924-932 (June) 1959 [Chicago]. 


The authors report on 431 patients with hyper- 
thyroidism, who were treated with radioiodine (I’*’) 
at the University of California Medical Center in 
San Francisco between September, 1945, and June, 
1957. Of the 431 patients, 324 had hyperthyroidism 
with either diffusely enlarged or normal-sized thy- 
roids; 78 patients had thyrotoxicosis recurrent after 
subtotal thyroidectomy; and 29 patients had toxic 
nodular goiters. Although thyroidectomy was con- 
sidered the treatment of preference in these pa- 
tients, they were treated with I’*' either because 
of refusal of, or medical contraindication to, sur- 
gery. A number of patients in each category had 
had some previous therapy with one of the anti- 
thyroid drugs; however, it had been discontinued 
several weeks or months before the institution of 
I’ therapy. Patients of all ages appeared in the 
toxic diffuse and postsurgical recurrent goiter 
groups, whereas all patients with toxic nodular 
goiters were 40 years of age or older. Patients were 
placed on sedation, dietary regimen, vitamin sup- 
plementation, and other supportive therapy as nec- 
essary and were seen at monthly intervals. The 
patients were retreated at intervals of about 2 
months until hyperthyroidism was controlled. 

In 95% of the 431 patients the toxicity was con- 
trolled with I'*; therapy in the other 5% was 
incomplete. Thyrotoxicity was controlled in 59% by 
one dose of I'*', and 61% became euthyroid within 
3 months. Hypothyroidism developed in 17%, and 
there was recurrence in 3% of the patients with 
toxic diffuse goiters. Exophthalmos may improve, 
appear, or progress after I'*’ therapy. Although 
comparison is difficult, it would appear that in this 
respect the results are about the same or are slightly 
better than after surgical subtotal thyroidectomy. 
Orbital decompression became necessary in one 
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patient, but in no patient was vision lost. There was 
one unexplained death 3 weeks after treatment 
with I'*. Three patients under 20 years of age 
developed thyroid nodules 5 or more years after 
therapy. 


The Role of Benign Esophageal Obstruction in the 
Development of Carcinoma of the Esophagus. R. A. 
Joske and E. B. Benedict. Gastroenterology 36:749- 
755 (June) 1959 [Baltimore]. 


Of 1,026 patients with disease of the esophagus 
who were admitted to the Massachusetts General 
Hospital in Boston between 1947 and 1956, 554 had 
carcinoma and 472 had benign esophageal obstruc- 
tion; carcinoma later developed in 13 of the 472 
patients. The form of benign esophageal obstruction 
which was initially present in these 13 patients, 
between the ages of 35 and 78 years, consisted of 
esophageal web in 4, lye stricture in 3, achalasia of 
the cardia in 3, and peptic stenosis, congenital 
stenosis, and benign stenosis of unknown origin in 
1 patient each. There were 7 men and 6 women. In 
all the patients the stricture had been present for 
many years before the development of carcinoma, 
the average duration of symptoms being 30 years in 
women and 30.7 years in men. The earlier develop- 
ment of carcinoma in the men was due to an earlier 
occurrence of esophageal obstruction and not to 
the endocrinologic environment in which the tumor 
developed. 

In 11 of the 13 patients it was possible in retro- 
spect to observe a change in the clinical aspect 
concomitant with the development of carcinoma, 
and from this to ascertain what symptoms in a 
patient with esophageal obstruction should be re- 
garded as suspicious and investigated further. In 5 
of these patients the first symptom of carcinoma 
was the return of dysphagia after a prolonged 
period of relative lack of symptoms, ranging from 
21 to 50 years. In 6 patients carcinoma developed 
while regular treatment of the benign obstruction 
was being carried out, and without an interval of 
freedom of symptoms. All these patients had con- 
tinued dysphagia. Dysphagia was thus an important 
symptom in all 11 patients. Loss of weight was the 
next most frequent symptom and was noted in 9 
patients. Pain was not prominent, being stressed 
only by 6 patients. In 3 of these, pain was not due 
to esophageal obstruction, but to secondary pneu- 
monia. Physical examination was of direct diag- 
nostic help in one patient in whom a high carcinoma 
with infiltration had immobilized one vocal cord. 
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Three patients had aspiration pneumonia. None 
had severe anemia. A correct roentgenologic diag- 
nosis of carcinoma was made in 3 of 9 patients; in 
2 patients roentgenologic examination was not per- 
formed, as the diagnosis was already established 
by other means. The diagnosis of esophageal car- 
cinoma was correctly made by esophagoscopy in 7 
of the 11 patients. Biopsy confirmation of carcinoma 
was obtained in 9 patients. Despite early diagnosis 
and the fact that in most patients carcinoma devel- 
oped while the patient was under direct medical 
observation, the prognosis was poor. Ten of the 13 
patients are known to be dead. 

Carcinoma of the esophagus is an unusual but 
definite complication of benign esophageal obstruc- 
tion. Its incidence is particularly high in patients 
with esophageal web and lye stricture. It also occurs 
much more frequently in patients with achalasia 
and peptic stenosis than in the general population. 
There is no characteristic clinical syndrome due to 
this combination. Recurrent or persistent dysphagia 
in a patient with benign obstruction merits further 
investigation with roentgenologic examination, 
esophagoscopy, and biopsy after careful preparation 
of the esophagus. The bad prognosis of these car- 
cinomas can be improved only by awareness of the 
possibility of carcinoma in patients with benign 
lesions of the esophagus. 


Radioactive Fat Absorption and Clinical Response 
of Sprue to Steroid Therapy: Report of Three Un- 
usual Cases. C. H. Brown, O. Glasser and E. J. Kurt. 
Gastroenterology 36:760-769 (June) 1959 [Balti- 
more]. 


The authors report 3 unusual cases of sprue in 
women, aged 24, 49, and 39 years respectively. Each 
patient had diarrhea and a low serum albumin 
content and was malnourished. Two patients had 
hypocalcemia, tetany, and osteoporosis; 2 had 
edema; and 1 had bleeding with an increased pro- 
thrombin time (180 seconds) which became normal 
8 hours after vitamin K was given intravenously. 
Radioiodine-tagged triolein and oleic acid curves 
showed poor absorption and “flat” uptake curves 
for all 3 patients. None of the patients responded 
clinically to standard treatment, including the 
gluten-free diet, vitamin B,2 given intramuscularly, 
and other measures. The patients then were given 
prednisone, in doses of 5 mg., 3 or 4 times daily for 
one week, to which they responded. Repetition of 
the radioactive fat studies after steroid therapy 
showed great improvement in the absorption of fat, 
paralleling the clinical response. Steroid therapy 
would seem indicated for patients with sprue who 
do not respond to other treatment. 

Since many patients with sprue may not have 
the typical symptoms and signs of the disorder but 
its complications, diagnosis is difficult, and the 
diagnostic technique is one of exclusion. Radio- 
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active fat studies of such patients can be of help, 
because they uniformly show poor absorption with 
“flat” uptake curves. Determination of the uptake 
of radioactive triolein and oleic acid is a depend- 
able, simple, and objective measure of fat absorp- 
tion. Radioactive fat studies can be of aid not only 
in the diagnosis of sprue but also in determining 
the response to treatment. 


Malabsorption Syndrome: Review with Special Ref- 
erence to Primary Malabsorption. P. Eilersen. 
Ugesk. laeger 121:519-526 (April 2) 1959 (In Danish) 
[Copenhagen]. 


The malabsorption syndrome consists partly of 
symptoms with known etiology and well-defined 
pathoanatomic basis, partly of symptoms where 
etiology, pathogenesis, and pathoanatomic condi- 
tions are more uncertain. The term applied to the 
last-named cases is “primary malabsorption.” Glu- 
ten-free diet, with avoidance of gluten of rye and 
wheat flour, is recommended. It can in many cases 
result in complete disappearance of the symptoms 
of primary malabsorption. The effect may not 
appear till late, and the diet must not be given up 
before 6 or 8 months. Adrenocortical steroids should 
be given only when the diet treatment does not 
give the desired result. 


Myxedema as Complication in Pancreatogenic Ste- 
atorrhea. P. Eilersen. Ugesk. leger 121:526-528 
(April 2) 1959 (In Danish) [Copenhagen]. 


The simultaneous occurrence of myxedema and 
steatorrhea seems to be unusual. In the course of a 
year a grave steatorrhea with resulting deficiency 
symptoms developed in a man, aged 57 years. The 
picture was complicated by a definite myxedema. 
Examination revealed pancreatogenic steatorrhea, 
and the course of the disease showed that all the 
symptoms, also the myxedema, could be explained 
as secondary to the pancreatogenic steatorrhea. 
After a month's treatment with pancreatin, protein, 
calcium, iron, and vitamins, the condition of the 
patient was miraculously improved. The treatment 
has lasted a year, and the patient continues free 
of symptoms. 


Steatorrhea as Result of Diabetic Neuropathy in 
Gastrointestinal Canal. P. Eilersen. Ugesk. lager 
121:530-532 (April 2) 1959 (In Danish) [Copen- 
hagen]. 


A detailed report is given of 2 cases of steator- 
rhea and neuropathy in patients with grave dia- 
betes. Chronic diarrhea as complication in diabetes 
has been described several times in the last 25 
years. Especially characteristic are nocturnal watery 
diarrheas which occur when the diabetes has lasted 
a number of years. The intestinal symptoms are 
attributed to the results of visceral neuropathy. 
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This form of diarrhea is seen only in patients with 
other signs of a diabetic neuropathy which affects 
the autonomic nerves of the gastrointestinal tract. 


Pyloric Ulcer with Special Reference to the Gastric 
Secretory Pattern. R. W. Lopes, W. L. Palmer and 
J. B. Kirsner. Gastroenterology 36:790-795 (June) 
1959 [Baltimore]. 


Of 1,076 patients with peptic ulcers seen by the 
authors in the course of 5 years, 60 (5.5%) were 
selected in whom the lesion seemed to be located 
roentgenologically in the pylorus or on either 
“slope” involving the pylorus. Of the 60 patients, 10 
were not included in the statistics concerning 
gastric secretion, because the gastric secretory 
patterns were not available. Of the remaining 50 
patients, 9 were women, between the ages of 44 
and 78 years, and 41 were men, between the ages 
of 19 and more than 60 years; the greater number 
of patients were in the 5th and 6th decades, there 
being 15 patients in each group. Gastric secretory 
determinations were obtained from these 50 pa- 
tients by collection of the secretion for one hour 
under basal conditions and by collection for a 
second hour after stimulation with 0.5 mg. of 
Histalog per kilogram of body weight. 

Forty-seven (78.3%) of the 60 patients had typical 
ulcer distress; atypical pain patterns were present 
in 13 patients (21.7%). Nausea was observed in 18 
patients (30%), and vomiting in 25 (41.6%). These 
findings suggested that there was no characteristic 
“pyloric syndrome.” The gastric secretory patterns 
of the patients with pyloric ulcer were intermediate 
between those characteristic of gastric and duo- 
denal ulcer. In the men, values of free hydrochloric 
acid ranged from 0 to 19 mEq. per hour in the basal 
study, and from 5 to 47 mEq. per hour after Hista- 
log stimulation. In the women, basal values ranged 
from 0 to 7.4 mEq. per hour, and values after 
Histalog stimulation ranged from 1.9 to 15.5 mEq. 
per hour. The values in the female group were 
lower than in the male group, as in normal persons 
and in patients with gastric and duodenal ulcer. 
The importance of accurate localization of the 
pylorus and the use of definite terminology when 
referring to the pylorus are stressed. 


The Clinical Significance of Blood Ammonia Levels 
in Laennec’s Cirrhosis. N. W. Chaikin and M. S. 
Konigsberg. Gastroenterology 36:785-789 (June) 
1959 [Baltimore]. 


The authors studied the prognostic significance 
of variations in the blood ammonia levels and their 
relationship to protein intake in 73 patients with 
Laennec’s cirrhosis, 27 of whom had cirrhosis with 
normal blood ammonia levels (group 1), 28 had 
cirrhosis with elevated blood ammonia levels and 
without neurological manifestations (group 2), and 
18 had cirrhosis with neurological manifestations 
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and elevated blood ammonia levels (group 3). Thir- 
teen of the patients in group 1 remained on an 
unrestricted diet, and 14 were placed on a diet low 
in protein and high in carbohydrates. Most of the 
patients in group 2 were given a low-protein diet 
and vitamins; some of them were given a supple- 
ment of 15 Gm. of glutamic acid by mouth 3 times 
daily. The patients in group 3 were all given 25 Gm. 
of sodium potassium glutamate intravenously as an 
addition to 500 cc. of 5% dextrose in distilled water. 
As soon as the patients regained contact with their 
environment, 15 Gm. of glutamic acid was given 
orally 3 times daily. All the patients were placed on 
a diet low in protein and high in carbohydrates. 

The results showed that the dietary regimen did 
not influence the clinical picture or the ammonia 
levels in the patients with cirrhosis in whom the 
blood ammonia levels were within normal range. 
In those patients with high blood ammonia levels 
but without neurological signs, a low-protein diet 
appreciably decreased the ammonia level and in- 
creased the survival rate, as compared with those 
patients who remained on an unrestricted protein 
intake. Patients with neurological manifestations 
and high blood ammonia levels also fared well with 
a low-protein diet in regard to the disappearance 
of the neurological signs and lowering of the 
ammonia levels. When glutamic acid was used as 
a supplement either orally or intravenously, the 
ammonia levels dropped more rapidly than when 
the patients were on a low-protein diet alone. High 
blood ammonia levels are clinically significant, both 
as therapeutic guides and from a prognostic point 
of view, whereas normal blood ammonia levels have 
no such significance. 


Salmonellosis in Peru and the Secondary Complica- 
tion of Human Bartonellosis or Carrion’s Disease. 
H. C. Arbult and A. B. Soto. An. Fac. med. 41:685- 
702 (no. 4) 1958 (In Spanish) [Lima, Peru]. 


In a survey of salmonellosis in Peru (made in 
1951-1957), the authors studied 4,654 cases of acute 
and chronic intestinal disorders and investigated 
the frequency of Salmonella and other intestinal 
pathogenic agents. This series included cases of 
meningitis associated with Sal. typhimurium in 
children, and of severe typhoid in dehydrated in- 


fants, observed at the same time that important 


epizootics occurred among domestic animals in 
Lima and adjoining areas. In the present investiga- 
tion diagnoses were made by blood cultures and by 
studies of cerebrospinal fluid and feces, as well as 
material obtained at autopsies. Salmonellosis was 
found in 347 (7.7%) of the cases, sometimes with 
more than one strain, sometimes in association with 
Shigella or Staphylococcus organisms. The most 
frequent strain was Sal. typhimurium, although the 
trend in the last few years has been toward a 
marked decrease in the frequency of Salmonella 
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organisms and an increase in the frequency of 
Shigella. The authors relate this change to the 
increasing use of antibiotics. 

In the course of this investigation 9 new cases of 
complicated bartonellosis (Carrién’s disease) were 
diagnosed. In all 9 patients the complicating infec- 
tion was positively identified as salmonellosis, with 
Sal. typhimurium present in 4 of them. Patients with 
Cairién’s disease (or verruga peruana, an autoch- 
thonous disease in Peru) become susceptible to 
salmonellosis of animal origin, which is a serious 
complication and may appear in the acute phase 
or at the beginning of or during convalescence. 
Infants too are susceptible, as was evidenced in this 
study. These findings point to the need for action 
against salmonellosis in Peru. Accurate laboratory 
and epidemiologic techniques should be used in 
fighting the disease. 


SURGERY 


Human Brain Changes in Cardiac Arrest. M. M. 
Mandel and R. G. Berry. Surg. Gynec. & Obst. 
108:692-696 (June) 1959 [Chicago]. 


The authors describe observations on 2 women, 
aged 35 and 50 years, respectively, who experienced 
cardiac arrest. In the first case, the cardiac arrest 
was of 4 minutes’ duration with a survival period 
of 27 hours, while the cardiac arrest, in the second 
instance, was of 8 minutes’ duration with a survival 
period of 3 days. The cerebral changes in both 
cases exhibited a striking similarity but were more 
pronounced in the second case. The vulnerability 
of the cerebral cortex to acute anoxia is demon- 
strated by the changes in the occipital and frontal 
cortices. In these areas a laminar loss of cells was 
found, involving particularly laminas III and V, 
with the occipital cortex showing a greater degree 
of involvement in both cases. The calcarine area in 
the second case contained no normal-appearing 
neurons and exhibited dilated and _ proliferated 
blood vessels with an increased number of astro- 
cytes and microglial cells in the cortex. The cere- 
bellum was involved in both of the cases, showing 
a loss of Purkinje cells, as well as varying degrees 
of degeneration. Eosinophilic changes of the nu- 
cleus and cytoplasm were indicative of early anoxic 
changes. There was rarefaction necrosis of Berg- 
mann’s layer as well as an increase in glial elements. 
The molecular layer was prominent with microglia 
and astrocytes in the second case. The dentate 
nucleus was involved in both cases with loss of 
neurons and pallor of those that remained. The 
hippocampus was severely involved in case 2 with 
a marked loss of pyramidal cells in Sommer’s sector. 
The basal ganglions in both cases and the pons in 
the second case revealed a diffuse loss of neurons 
throughout with dilated congested vessels. 
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These observations are of importance to the 
surgeon who is confronted with cardiac arrest dur- 
ing an operative procedure, for speed is essential 
in restoring circulation by cardiac massage. The 
crucial period for complete recovery is 3 minutes. 
With longer periods, selective involvement of the 
frontal lobe, occipital lobe, cerebellum, and hippo- 
campus may occur, as described in these cases of 
cardiac arrest of more than 4 minutes’ duration. 


Indications and Contraindications to the Operative 
Treatment of Patent Ductus Arteriosus. F. H. Kutu- 
shev. Vestnik Khir. 82:29-36 (May) 1959 [Lenin- 
grad] 


The author reports observations on 120 patients 
with patent ductus arteriosus, 102 of whom were 
subjected to ligation of the duct. There were 4 
fatalities. Analysis of the late results suggests that 
patients below the age of 3 years should be oper- 
ated on only if the patency of the duct has a dele- 
terious influence upon the condition of the child. 
Best results from ligation were obtained in patients 
3 to 15 years of age. Contraindications to the 
closure of the patent ductus arteriosus exist when 
complicated congenital malformations are present 
and the patency of the duct acquires a compensa- 
tory function. In some of the cases the closure of 
the duct may be done simultaneously with the 
surgical correction of other congenital anomalies. 
When a patent ductus is associated with a septal 
defect, the ligation has a favorable effect. The oper- 
ative procedure on a patent ductus arteriosus in 
the presence of severe hypertension of the pulmo- 
nary circulation is particularly grave. However, 
operation can be successfully performed by a step- 
by-step narrowing of the lumen of the patent duct. 
A timely performed closure of the ductus arteriosus 
before the appearance of irreversible changes re- 
sults in a good postoperative and late result. 


Treatment of Malignant Edematous Exophthalmos 
by Implantation of the Pituitary with Yttrium 90: 
Report of Two Cases. G. M. Molinatti, F. Camanni 
and A. Pizzini. J. Clin. Endocrinol. 19:583-589 (May) 
1959 [Springfield, IIl.]. 


Malignant edematous exophthalmos is generally 
attributed to excessive secretion of thyrotropin 
(TSH) or of a closely related material, called 
“exophthalmos-producing substance,” by the pitui- 
tary. Exceptionally severe cases exist in which all 
forms of medical or roentgenologic treatment are 
unsuccessful, and progressive protrusion of the eye- 
balls, with consequent corneal and conjunctival 
changes, leads to blindness. The authors present 
the histories of 2 men, aged 61 and 47 years, respec- 
tively, who had malignant exophthalmos that 
proved refractory to the usual medical and roent- 
genologic therapy. They were treated by implanta- 
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tion of the pituitary with radioyttrium (Y*°). Prompt 
and marked improvement of the ocular symptoms 
occurred in both patients in association with nor- 
malization of thyroid function. These results have 
persisted in one case for at least 16 months after 
implantation; the other case was followed for only 
one month. No adrenocortical deficiency was ob- 
served. This effect of implantation of Y*° is in- 
terpreted as being due to selective radiobiological 
inhibition of the hyperactive pituitary cells which 
produce the thyrotropic hormone. In commenting 
on the selective inhibition of the cells that produce 
the thyrotropic hormone, the authors suggest that 
these cells, on account of their functional hyper- 
activity, could be more sensitive to irradiation than 
other cells. 


Incidence of Metastasis in the Internal Mammary 
Chain in Operable Cancer of the Breast. E. Caceres. 
Surg. Gynec. & Obst. 108:715-720 (June) 1959 
[Chicago]. 


The internal mammary lymph node chain was 
removed in 258 out of 261 women who were sub- 
jected to radical mastectomy for cancer by a 
surgical team in the Instituto Nacional de Enfer- 
medades Neoplasicas, Lima, Peru. Data on the first 
250 of these patients were tabulated and studied. 
The authors show that it is possible to perform a 
resection en bloc and in continuity of the breast, 
the contents of the axilla, and the internal mam- 
mary chain in an extrapleural manner. The opera- 
tion described has not been followed by greater 
morbidity than the typical radical mastectomy. The 
operative mortality was less than 1%. 

Only 92 (36.8%) of the patients were free from 
lymph node metastases. In 104 patients (41.6%) the 
axillary lymph nodes alone had metastases; in 48 
(19.2%) both the axillary and the internal mammary 
lymph nodes were invaded; and in 6 (2.4%) the 
lymph nodes of the internal mammary chain alone 
were involved. Thus, the axillary lymph nodes were 
involved in 152 cases (60.8%), and the internal mam- 
mary chain nodes in 54 cases (21.6%). The study 
of the involvement of the internal mammary chain 
was extended to the first 4 intercostal spaces. The 
first intercostal space showed invasion by metas- 
tases in 37 of the 54 patients with internal mam- 
mary chain involvement. The greater incidence of 
metastases in this space in this series is presumably 
due to the resection of the first rib, permitting 
ligation of the internal mammary vessels almost 
at the upper edge of the first rib, and excision en 
bloc of the whole of the first intercostal space. 

Whether or not radical mastectomy with resec- 
tion of the internal mammary chain improves the 
results in the treatment of cancer of the breast 
cannot at present be affirmed. The author feels that 
the high incidence of metastases to the internal 
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mammary chain in tumors located in the outer half 
of the breast (15.2%) justifies the extension of this 
type of operation to all mammary tumors, whatever 
their location. The operation should be carried out 
by experienced specialists. 


Additional Contribution to the Utilization of the 
Internal Mammary Artery as the Organ of Revascu- 
larization of the Myocardium. F. Cataliotti. Minerva 
cardioangiol. 7:180-186 (April) 1959 (In Italian) 
[Turin, Italy]. 


This work concerns a series of 10 dogs which 
underwent a left internal mammary arteriocardio- 
pexy for the purpose of studying surgical correction 
of diminished blood flow into the myocardium. The 
animals, after being anesthetized, were intubated 
with an endotracheal tube. The thorax was opened 
through the third intercostal space. The internal 
mammary artery was exposed and _ transplanted 
into the pericardium of the left ventricle, in which 
an incision had previously been made. Two grams 
of talc was spread over the pericardium. In order 
to produce a gradual degree of stenosis, cellophane 
was wrapped around the anterior descending 
branch of the coronary artery at 2 cm. from its 
origin. The transplanted internal mammary arteries 
were injected with an opaque substance to deter- 
mine the presence of anastomoses from the arterio- 
cardiopexy to coronary vessels. 

Internal mammary arteriocardiopexy produced 
in most animals of this group anastomoses between 
the transplanted artery and the adjacent vascular 
area of the myocardium. Histological examinations 
revealed the presence of opaque material in the 
myocardial vasculature, which material had pre- 
viously been injected into the mammary arteries. 
A satisfactory functional performance of the anas- 
tomotic channels between the systemic arteries and 
the coronary arteries was demonstrated on electro- 
cardiographic examination. The results of this in- 
vestigation are comparable to those of Litvak and 
Vineberg. 


Comparative Observations on Operative Risks and 
Postoperative Course of Combined Valvulotomy 
for Mitral and Aortic Stenosis and of Aortic Valvu- 
lotomy Alone. R. Gentilli, E. De Giorgi and T. De 
Nunno. Minerva cardioangiol. 7:186-189 (April) 
1959 (In Italian) [Turin, Italy]. 


The authors made a comparative study of opera- 
tive risks and postoperative course in a series of 
30 patients, divided into 2 equal groups; one group 
underwent a combined valvulotomy for mitral and 
aortic stenosis, and the other underwent aortic 
valvulotomy alone. The ages of the patients ranged 
from 7 to 52 years. There were 18 male and 12 
female patients. A varying degree of calcification of 
the aortic valve and a difference in consistency of 
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the myocardium of the left ventricle were the 2 
most distinguishing pathological features between 
the 2 groups. There was a marked calcification of 
the aortic valve in 3 patients with aortic stenosis 
alone; the calcification was light and present in only 
one patient with both aortic and mitral stenosis. It 
was relatively easy to suture the incision of the 
ventricle in patients with mitral and aortic stenosis; 
this procedure was more difficult in patients with 
aortic stenosis alone. 

The postoperative course in patients who under- 
went the combined operation was relatively un- 
eventful, with no death recorded. The postoperative 
course in patients who underwent the operation for 
aortic stenosis alone was stormy, being character- 
ized by the following single or combined symptoms: 
collapse, epistasis, and pleural effusion, requiring 
prolonged bed rest. There were 2 deaths in this 
subgroup. The authors conclude that the indications 
for combined valvulotomy for aortic and mitral 
stenosis are more favorable than those for valvu- 
lotomy for aortic stenosis alone in this series of 
patients. 


Arterial Homografts in the Treatment of Peripheral 
Arterial Occlusions. L. E. Puech Leao, V. Khouri, 
J. Bueno Neto and A. G. Freitas Neto. Rev. paulista 
med. 54:348-356 (May) 1959 (In Portuguese) [Sao 
Paulo, Brazil]. 


Anatomic restoration of obstructed arteries is 
indicated whenever there is obstruction of any 
large artery and sympathectomy is insufficient to 
restore arterial flow in the muscles. The selection 
of patients for surgery must be based on the arteri- 
ographic findings. The prognosis is favorable when 
the obstruction involves only a segment of any large 
artery without impairing the permeability and free 
circulation above and below the segment ob- 
structed. Arterial grafting is especially indicated in 
the cases of femoral obstruction which do not re- 
quire manipulation of any important organ. Where 
there is obstruction in the aortic bifurcation, which 
calls for extensive laparotomy, the selection is much 
more restricted, especially for older patients or for 
those with generalized arteriosclerosis. 

The department of surgery of the Faculty of 
Medicine, University of Sao Paulo, Brazil, has done 
intensive experimental studies with preservation of 
arterial grafts in alcohol. The 19 cases reported 
here represent the first surgical results obtained at 
the Hospital das Clinicas with this type of homo- 
graft. The 19 operations were performed between 
January and September of 1958. With the exception 
of one patient suffering from aortic-iliac chronic 
obstruction (Leriche’s syndrome), all the transplan- 
tations were made for a femoral condition. Two 
patients had femoral wounds, one had thrombo- 
angiitis obliterans, and one was suffering from the 
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sequels of embolism. The remaining 14 patients had 
femoral obstruction, with gangrene of the toes in 
3 of them. 

Fourteen patients recovered well. After an inter- 
val of 1 to 9 months after the operation, their 
grafts were functioning, and there were no symp- 
toms of the vascular disorder for which they had 
been treated. In 5 patients the grafts did not func- 
tion, and thrombosis occurred within 24 hours after 
the operation. In 2 cases the failure was attributed 
to errors in the surgical technique; these were the 
first patients in this series to be operated on. In the 
other 3 cases of failure, the indication for transplan- 
tation had been doubtful, for there was not enough 
free arterial circulation below the obstruction. In 
no case, however, was the patient worse than before 
surgery. The only death in this series occurred in a 
79-year-old man and was not related to the opera- 
tion. The patient died of cerebral thrombosis on 
the 11th postoperative day, although the graft was 
functioning and the arteries of the foot were pul- 
sating during the whole postoperative period. 


Adrenalectomy in Advanced Mammary Cancer. 
G. E. Block, A. B. Vial, J. D. McCarthy and others. 
Surg. Gynec. & Obst. 108:651-668 (June) 1959 
[Chicago]. 


The authors point out that Huggins in 1951 had 
demonstrated that gratifying remissions could be 
obtained by removal of the adrenal glands in pa- 
tients suffering from advanced mammary cancer. 
They themselves made studies on 27 patients who 
were subjected to adrenalectomy at the University 
of Michigan Hospital, Ann Arbor. They hoped to 
throw light on the physiological processes leading 
to remissions in these breast cancer patients and 
thereby to establish criteria for the selection of 
patients for adrenalectomy. Most patients were 
seen by the authors only after the diagnosis of 
advanced mammary cancer had been made. The 
majority of the patients had received some prior 
treatment for the breast lesions. The patients were 
observed before and after treatment in a weekly 
clinic conducted by the authors. No other signifi- 
cant treatment had been given for the mammary 
cancer within 6 weeks before the adrenalectomy. 
In all the patients who underwent adrenalectomy, 
the variable of ovarian function had been elimi- 
nated; 18 had undergone previous bilateral oophor- 
ectomy, 7 had been subjected to x-ray castration, 
and 2 of the patients were more than 18 years past 
the menopause. In this latter group, estrogen excre- 
tion studies indicated that what estrogen produc- 
tion remained was adrenal in origin and not ovarian. 

The authors found that a rather random selection 
of patients for adrenalectomy will produce remis- 
sions in more than 40% of the patients. That this 
remission rate is real and worthwhile is demon- 
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strated by the fact that many remissions were 
months and years in duration. The remission time 
alone (including patients who have not yet run the 
full course of their remission) was twice that of the 
total life expectancy of the group in which remis- 
sions were not achieved. Since this is an eventually 
fatal disease, the treatment is one of palliation and 
not of cure. The nature of adrenalectomy is such 
that, when success is not achieved, the surgeon and 
the patient are not left with a situation that re- 
mains in status quo. Instead, they are confronted 
with induced Addison’s disease in the face of an 
advancing lethal neoplasm. Therefore, the authors 
feel that they can recommend adrenalectomy only 
for those patients who fulfill most of the following 
criteria: (1) tumor not involving the liver; (2) pre- 
vious remission from oophorectomy; (3) high estro- 
gen excretion; (4) “middle age” (preferably the 50’s); 
and (5) prolonged duration of disease (more than 
3 years). When considering the patient for adrenal- 
ectomy, all these facts must be considered individ- 
ually and collectively. 


Anatomicosurgical Contribution to the Systemati- 
zation of New Surgical Techniques for the Decom- 
pression of Portal Circulation in Humans. F. 
Cataliotti and M. Bazan. Minerva chir. 14:427-432 
(April 30) 1959 (In Italian) [Turin, Italy]. 


The authors carried out an experimental study 
for relief of portal hypertension in humans by 
connecting the vascular areas of 2 organs in the 
following 4 combinations: stomach-liver, spleen- 
liver, spleen-kidney, and kidney-descending colon. 
After performing a laparotomy, the organs were 
held together by making a continuous row of silk 
sutures on each organ. The sutures were tied before 
closing the abdomen. First method: Capsule of the 
lower surface of the liver lobe was connected with 
the serosa of the gastric wall at the edge of contact 
between the 2 organs. Second method: Capsule of 
the upper apex of the spleen was sutured to the 
capsule of the lower surface of the left liver lobe. 
Third method: Capsule of the lower apex of the 
spleen was sutured to the capsule of the upper apex 
of the kidney. Fourth method: A longitudinal inci- 
sion of the peritoneum and a vertical incision in 
the serosa of the descending colon were performed, 
and the edges around the incision united by sutures. 
The latter procedure left a unique breach open; 
the external edge of the breach was then sutured 
to the capsule of the upper surface of the kidney. 
The organs were dusted with talc powder before 
ligating the sutures. 

The results of this investigation were good. The 
surgical techniques for the decompression of portal 
circulation may be recommended, because both 
involve only a light surgical trauma and utilize an 
initial portal hypertension which facilitates crea- 
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tion of anastomotic channels. A roentgenologic and 
functional examination of the portal circulation 
should precede the operation in order to establish 
the optimum level of the derivation vessels. The 
spleen should not be used for this procedure if it 
is enlarged. 


The Misuse of Antibacterials in Inguinal Hernior- 
rhaphy. R. S. Myers. Surg. Gynec. & Obst. 108:721- 
725 (June) 1959 [Chicago]. 


The development of antibiotic-resistant bacteria, 
which is one of the chief causes of hospital infec- 
tions, has been hastened by the unnecessary use of 
antibiotics in patients who have had no proved 
infection. Simple or uncomplicated inguinal hernia, 
in which there is no incarceration or strangulation 
of the intestine or other abdominal contents, is one 
condition in which infection is not expected to 
occur after surgical repair, provided that adequate 
aseptic surgical technique has been followed and 
the patients have been properly selected and pre- 
pared. This paper is concerned with a critical 
evaluation of the use of antibacterials in 1,536 
inguinal herniorrhaphies, performed in 24 commu- 
nity hospitals located in 7 states and participating 
in the Medical Audit Program, developed by the 
American College of Surgeons and the Commission 
on Professional and Hospital Activities. This group 
of hospitals is above average in its attempts to 
observe high standards of patient care. The patients 
were evaluated by the medical staff of each hos- 
pital during the second quarter of 1958, and their 
impressions, which were recorded on_ standard 
Medical Audit check sheets, were subsequently 
transferred to punched cards and processed by 
business machines. Analysis of the resultant statis- 
tics provides the basis of this critique. 

A diagram, which shows the percentage of in- 
guinal herniorrhaphy patients given antibacterials 
in each of the 24 hospitals, reveals wide variation 
between hospitals; the range extends from 100 to 
9.2%. There were 596 (or 38.2%) of the 1,536 pa- 
tients who received antibacterials. It was found that 
421 (or 74%) of the 569 patients with simple inguinal 
hernias receiving antibacterials received these drugs 
needlessly, that is for prophylaxis. Moreover, the 
drugs given in most cases, penicillin, streptomycin, 
and the tetracyclines, are probably without thera- 
peutic value in the prevention of staphylococcic 
infections which are being encountered presently 
in hospitals. Such misuse of antibacterials not only 
exposes patients needlessly to the dangers of serious 
and even fatal reactions, but it also wastes much 
money and nurses’ time. 

If the 421 patients received the minimum of one 
dose a day for 5.1 days, then they received a total 
of 2,147 unnecessary doses. If the average cost to 
the patient for one dose of antibacterials is set at 
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the low figure of 50 cents, and if these figures, to- 
gether with the estimated time expenditure by 
nurses of 3 minutes per dose, are projected into the 
5,046 general hospitals in the United States, it 
would mean a minimum of $247,000 of wasted 
money and 25,000 wasted nurse hours involved in 
the dispensing of prophylactic antibacterials need- 
lessly to patients undergoing this one operation 
(inguinal herniorrhaphy) during the period of one 
year. 


Treatment of Cancer of Rectum in Copenhagen 
District Hospital in Gentofte. O. Kapel. Nord. med. 
61:689-691 (April 30) 1959 (In Danish) [Stockholm]. 


The cases of cancer of the rectum treated from 
1946 through 1954 are grouped as cancer of the 
rectum and cancer of the rectosigmoid. In many 
cases from 6 months to 4 years elapsed before 
hospital treatment. An extended Lockhardt-Mum- 
mery operative method (abdominoperineal extirpa- 
tion in 2 sessions) was applied in 65 cases of cancer 
of the rectum. From 1946 to 1950, 34 patients were 
operated on by this procedure, with 3 deaths; 21 
patients were living from 3% to 6 years after the 
operation; 19, after 5 years; and 9, after 10 years. 
From 1950 to 1954, 31 patients were operated on by 
the method, with one postoperative death from 
pulmonary embolism; 19 patients were living from 
3% to 6 years after the operation. On abdomino- 
perineal operation, performed on 11 patients, 3 
deaths occurred; 4 patients died after 1 or 2 years; 
5 patients are living from 3 to 7 years after the 
operation. Three gravely affected obese patients 
were operated on by Hartmann’s method; 2 patients 
died, and 1 is living after 8 years. Perineoabdominal 
extirpation was done in 8 patients, with 3 deaths 
from postoperative ileus, but the late results did 
not equal those after the Lockhardt-Mummery 
method. The extended Lockhardt-Mummery opera- 
tion has given the best immediate and the best late 
results. 

Of the 37 cases of cancer of the rectosigmoid, 26 
were operable. Nineteen patients were operated on 
by anterior resection, with one death. Only 9 pa- 
tients are living after periods of over 1 to 10 years; 
the others died of local recurrence or distal metas- 
tases. Hartmann’s operation was employed in 7 
cases of rectosigmoid cancer, with one postopera- 
tive death; 3 patients died of cancer, and only 3 
are living from 3 to 7 years after operation. It is 
thought that more cases of rectosigmoid cancer 
should be included in the established operative 
methods applied in rectal cancer if the principle of 
radical removal of mesorectum with mesosigmoid 
sufficiently high is followed. Anterior resection 
should be reserved for especially suitable cases and 
for patients who do not consent to colostomy. 
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NEUROLOGY & PSYCHIATRY 


Inclusion-Body Encephalitides. K. Weisse and W. 
Kriicke. German M. Month. 4:147-150 (May) 1959 
(In English) (Stuttgart, Germany]. 


A group of encephalitic disorders of varying dura- 
tion but with constant clinical and pathological 
characteristics, including the presence of acidophilic 
nuclear inclusion-bodies in neurons and oligoden- 
droglia, may be differentiated from the great num- 
ber of so-called atypical encephalitic diseases. This 
group constitutes a new which should be 
added to the encephalitic disorders. Although there 
can be several etiological factors as in the other 
types of encephalitis, the fact that the herpes virus 
has been isolated from the cingulate gyrus. at au- 
topsy in a patient representing a typical case of the 
new type of encephalitis indicates that infection 
with the herpes or related viruses may be of greater 
importance than previously assumed. The task of 
further investigation must be to recognize this 
entity from clinical signs referable to the anatomic 
areas known to be involved and to attempt to isolate 
the virus from these areas at autopsy. The described 
histological characteristics must be searched for 
and their relation to the demyelinating diseases 
clarified. 


Leptospiral Meningitis. S$. Saslaw and E. D. Swiss. 
A. M. A. Arch. Int. Med. 103:876-885 (June) 1959 
[Chicago]. 


The authors report on 10 patients with leptospiral 
meningitis admitted to the Ohio State University 
Hospital, Columbus, between 1954 and 1958. Eight 
patients had the anicteric form and only one patient 
the icteric form of leptospirosis. One of the 8 pa- 
tients died. The patients presented central nervous 
system manifestations, which varied from mild 
meningeal irritation to coma. Cerebrospinal fluid 
findings in leptospirosis are not diagnostic. The 
findings in this group varied from a normal fluid 
early in the course of the disease to mild pleocytosis 
and a mild increase in protein later. Sugar and 
chloride levels usually remained within normal 
limits, although there was a temporary depression 
of spinal fluid sugar in 3 patients. These findings 
plus the clinical picture of meningeal irritation lead 
to the consideration of a viral infection of the 
central nervous system, such as viral encephalitis 
or poliomyelitis, or tuberculous meningitis when 
the sugar is depressed. 

Examination of the formed elements of the blood 
aids little in the diagnosis of leptospirosis, since 
there may be no change in the white blood cell 
count or a moderate leukocytosis. Clinical charac- 
teristics of leptospirosis appeared to be the sudden 
onset of the illness, severe myalgia, conjunctival 
injection, and fever. Macular or maculopapular 
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eruption, as observed in one patient, is not uncom- 
mon. The rash at times may assume a petechial 
character. All the patients had negative findings by 
virus isolation and viral serologic methods. Correct 
diagnosis of leptospirosis relies to a great extent on 
leptospiral agglutination tests. Evaluation of serial 
blood samples with a rising titer is the best evidence 
for present infection. Treatment of leptospirosis 
leaves much to be desired. A very limited number 
of patients appear to have improved to some extent 
after treatment with penicillin, chlortetracycline, or 
oxytetracycline. The authors conclude that, if any 
advancement in the clinical management of this 
disease is to be made, early and accurate diagnosis 
must be accomplished. 


Leptospiral Meningitis. R. S. Diaz-Rivera, F. Ra- 
mos-Morales, A. F. Benenson and others. A. M. A. 
Arch. Int. Med. 103:886-896 (June) 1959 [Chicago]. 


The authors present the most salient clinical fea- 
tures of leptospiral meningitis observed in 29 men 
and 11 women, their ages ranging from 7 to 58 
years, who were indigents of the San Juan metro- 
politan area. The patients lived in areas where rats 
abounded and where water pollution by the excre- 
ments of these rodents was possible. The incubation 
period varied from 7 to 14 days. The onset of the 
disease was acute and explosive, characterized by 
chills of variable intensity, a rapidly rising fever 
with prostration, severe general malaise, intense 
headache, and muscle aches and pains. Nausea and 
vomiting were recorded in most instances. Burning 
of the eyes with photophobia and slight lacrimation 
was a predominant symptom. A variable limitation 
of urinary output was frequently observed. Pharyn- 
gitis was observed among those who had nausea 
and vomiting. Hematemesis, leading to shock and 
death on the 8th day of illness, was observed once. 
Jaundice appeared during the first week of illness 
in 20 patients with maximum serum bilirubin values 
of 2 to 41 mg., and it subsided within 4 to 50 days. 
Of the 20 patients with jaundice, 13 presented cen- 
tral nervous system manifestations, and of the 20 
patients without jaundice, 8 had central nervous 
system manifestations. 

The pathogenesis of the central nervous system 
manifestations may be governed by various factors, 
including the diffuse or focal pathological altera- 
tions attributed to the direct or indirect effect of 
the Leptospira organisms: diffuse vascular damage, 
disturbances in electrolyte balance, intense hepatic 
alterations, or renal failure. Spinal fluid alterations 
are of no apparent prognostic value. In some in- 
stances the meningeal manifestations may appear 
as the most dominant feature of the disease, either 
prior to the onset of jaundice or among the patients 
without jaundice. These phenomena call for a re- 
fined diagnostic accuracy and an increased level of 


J.A.M.A., Sept. 26, 1959 


suspicion of the disease. The examination of the 
spinal fluid in the light of the clinical picture may 
aid in the establishment of the diagnosis of the 
disease through isolation of the Leptospira organ- 
isms. However, a bilirubin-tinged spiral fluid is of 
limited diagnostic value, since a clear fluid is the 
rule even in the presence of high serum bilirubin 
levels. 

The pathogenesis of xanthochromia of the spinal 
fluid in classical Weil’s disease remains unexplained. 
It may be governed by an increased capillary and 
meningeal permeability from either the direct effect 
of the Leptospira organisms or the complicating 
renal failure. It is emphasized that the anicteric 
form of leptospirosis is at times indistinguishable 
from other acute infectious diseases, mainly severe 
influenza without prominent signs of an acute re- 
spiratory infection. Since most of these may be 
accompanied by symptoms suggesting either menin- 
gitis or encephalitis, the final diagnosis must de- 
pend on laboratory confirmation. The evaluation of 
the extent of the cerebral and meningeal involve- 
ment in leptospirosis properly belongs to the 
pathologist. 


Intracranial Aneurysms: Methods of Treatment: 
Value of Hypothermia in the Surgical Approach. 
E. Alexander Jr., C. H. Davis and N. C. Kester. 
A. M. A. Arch. Neurol. & Psychiat. 81:684-692 
(June) 1959 [Chicago]. 


The authors report on various methods of treat- 
ment used over the past 9 years in 115 patients 
with intracranial aneurysms in the section of neuro- 
surgery, Bowman Gray School of Medicine of Wake 
Forest College, Winston-Salem, N. C. The manage- 
ment of these patients is divided into 5 categories: 
surgery; cervical carotid ligation; intracranial sur- 
gery without hypotension or hypothermia; intra- 
cranial surgery with systemic hypotension; and 
intracranial surgery with hypothermia. The evalua- 
tion of the mortality for each method reaffirmed 
the important value of the patient's pretreatment 
status. Several patients of each group who died 
were in such critical condition before the treatment 
that probably they would not have done well with 
any treatment. Elimination of those patients yields 
a comparison of mortality rates of the various treat- 
ments as follows: 44% of the patients died who were 
not subjected to surgery; 25% died after unmodified 
intracranial surgery; 43% died after intracranial 
surgery with hypotension; and 11% died after intra- 
cranial surgery with hypothermia. Among the pa- 
tients who were not operated on, only those in good 
or fairly good condition on admission made an 
excellent or a good recovery. Among the patients 
who were treated surgically, however, there were 
several—especially in the group treated under hypo- 
thermia—who were in poor or fair preoperative 
condition, who made an excellent or good recovery. 
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The choice of operative procedure for patients to 
be treated by surgery seems to lie between cervical 
ligation of the carotid artery and intracranial ap- 
proach under hypothermia. The mortality of cer- 
vical ligation of the carotid artery is relatively low, 
and many excellent results can be obtained by this 
method. This procedure does not obliterate the 
aneurysm and, therefore, has the disadvantage of 
leaving the patient liable to a recurrent rupture at 
a later date. In patients with very large aneurysms, 
or in whom anesthesia and hypothermia are contra- 
indicated, carotid ligation may be the method of 
choice. The mortality of direct approach under 
hypothermia can be kept as low as, or lower than, 
that of carotid artery ligation. In such circum- 
stances the complete obliteration of the aneurysm 
is a real advantage. Familiarity with this technique 
will give the surgeon a facility in the management 
of intracranial aneurysms, which will produce re- 
sults superior to those of any other method now 
available. 


PEDIATRICS 


Fatal Cardiovascular Collapse of Infants Receiving 
Large Amounts of Chloramphenicol. J. M. Suther- 
land. A. M. A. J. Dis. Child. 97:761-767 (June) 1959 
[Chicago]. 


The author reports on 3 newborn infants, 2 boys 
and 1 girl, who died between the 5th and 7th days 
of age of peripheral vascular collapse occurring 
after the administration of large doses of chloram- 
phenicol which was given intramuscularly to 2 of 
the infants and orally to the 3rd one. Of the 3 
deaths, one occurred after the administration of 
220 mg. of chloramphenicol per kilogram of body 
weight per day for 60 hours; one death occurred 
after the administration of 230 mg. per kilogram 
per day for 72 hours; and one death occurred after 
the administration of 50 mg. per kilogram per day 
for 56 hours and 10 hours after a single inadvertent 
oral dose of 400 mg. The doses of chloramphenicol 
given to these infants were significantly larger than 
those usually administered. The absence of autopsy 
findings indicating any but minimal or subsiding 
infection in these 3 infants increases the likelihood 
that their deaths resulted from adverse drug action, 
although a clinical picture of vasomotor collapse 
and hypothermia may be associated terminally with 
overwhelming infections in the newborn infant. 

The adverse effect of doses of chloramphenicol 
of one and a half recommended amounts might re- 
sult from any one or more of the following factors, 
some of which have been suggested previously: 
(1) rapid destruction of bacteria and release of 
endotoxin; (2) drug hypersensitivity; (3) methemo- 
globin production; (4) overgrowth of resistant or- 
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ganisms; (5) toxic alternate metabolites; (6) efficient 
absorption and/or poor elimination of drug; (7) 
hypoglycemia; (8) disturbed carbohydrate utiliza- 
tion; and (9) adverse effect on autonomic nervous 
system. The observations in the 3 patients do not 
make it possible to ascribe an adverse effect to the 
drug in recommended amounts. The 3 deaths are 
reported in the hope of stimulating publication of 
the observations by other workers, which may lead 
to less tentative conclusions than are possible on 
the basis of a few uncontrolled case reports. 


Congenital Asymmetry, Short Stature, and Elevated 
Urinary Gonadotropin. H. K. Silver. A. M. A. J. Dis. 
Child 97:768-773 (June) 1959 [Chicago]. 


The author reports 2 cases of the syndrome of 
congenital hemihypertrophy, shortness of stature, 
and elevated levels of urinary gonadotropins in a 
81-year-old Negro boy and a 6-month-old white 
boy. Three similar cases had been previously re- 
ported by the author in cooperation with other 
workers, and an abstract of the report on 2 of these 
cases had appeared in THE JouRNAL (154:367 [Jan. 
23] 1954). The Negro boy had asymmetry of the 
spine, shortness of stature, an abnormally small 
birth weight despite a history of having been born 
at full term (the pregnancy, however, being compli- 
cated by the removal of a 3-lb. “fibroid of the 
ovary” during the 4th month), delayed epiphysial 
maturation, incurved little fingers, and elevated 
gonadotropins for the patient’s age. The white boy 
had shortness of stature, a difference in size of the 
2 legs, a drawing down of the corners of the mouth, 
a small birth weight despite a history of being 
born 2 weeks after the expected day of delivery, a 
single café-au-lait spot, nonpitting swelling of the 
dorsa of both hands and feet, incurving of the 5th 
fingers, moderate cubitus valgus, a slight increase 
in the amount of skin on the back of the neck, and 
cryptorchidism. 

A review of these 2 cases and of the 3 previously 
reported revealed that the urinary gonadotropin 
levels were elevated for the age in all 4 patients 
in whom this test could be performed, being posi- 
tive at 4.5, 5.0, 5.0, and 35.2 mouse [uterine] units 
(M. U.) respectively. All normal children who have 
been tested have been found to excrete less than 2 
M. U. per 24 hours. No correlation seemed to exist 
between the syndrome as seen in these 5 patients 
and any of the following factors: sex, race, family 
history, mental development, dentition, or genital 
development. The structure of the skeleton was 
normal on roentgenograms obtained from all the 
patients. The author suggests that the pathogenesis 
of the condition described may be similar to that 
which occurs in patients with gonadal dysgenesis. 
In the 6-month-old boy, the findings of slight 
webbing of the neck, moderate cubitus valgus, 
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swelling of the dorsa of the hands and feet, and 
wide spacing of the nipples were all suggestive of 
gonadal dysgenesis. However, exploratory laparot- 
omy was not performed, and assay of urine for 
gonadotropins could not be carried out. 


Pseudohypo-Adrenalocorticism: Renal Sodium Loss, 
Hyponatremia, and Hyperkalemia Due to a Renal 
Tubular Insensitivity to Mineralocorticoids. G. N. 
Donnell, N. Litman and M. Roldan. A. M. A. J. Dis. 
Child. 97:813-828 (June) 1959 [Chicago]. 


The authors report on a 7-month-old boy who 
was admitted to the Childrens Hospital of Los 
Angeles for complaints of failure to thrive and 
chronic eczema. Chronic dehydration, hyperpo- 
tassemia, hyponatremia, and pronounced somatic 
retardation suggested adrenal insufficiency. Para- 
doxically, the circulatory 17-hydroxycorticosteroid 
values were normal, and stimulation with cortico- 
tropin (ACTH) caused a normal response. The 
second and third hospitalizations, at 11% and 23 
months of age, lasted 9 and 2 months, respectively, 
and studies carried out during these hospital stays 
revealed that a salt-losing renal tubular defect was 
responsible for the patient’s symptoms and that the 
defect was manifested by a renal refractoriness to 
aldosterone. The concept of renal tubular insensi- 
tivity to mineralocorticoids was further strength- 
ened by the demonstration of the inability to in- 
duce sodium conservation by the administration of 
desoxycorticosterone acetate, fludrocortisone, and 
2-methyl-9-alpha-fluorohydrocortisone. _ Initially, 
large loads of salt were required to correct the 
serum electrolytes. Subsequently the child was able 
to maintain electrolyte balance on standard diet, 
but could not tolerate salt deprivation. 


Intralobar Bronchopulmonary Sequestration in 
Children: Diagnosis by Intrathoracic Aortography. 
A. P. Simopoulos, D. J. Rosenblum, H. Mazumdar 
and B. Kiely. A. M. A. J. Dis. Child. 97:796-804 
(June) 1959 [Chicago]. 


The authors report on a 6-year-old girl and a 
6-year-old boy with intralobar bronchopulmonary 
sequestration, a congenital pulmonary disease in 
which a portion of an otherwise normal lobe has no 
connection with the bronchial tree or pulmonary 
arterial circulation, and receives its arterial supply 
from anomalous branches of the aorta. Both pa- 
tients had been admitted to hospitals for recurrent 
infection. A chest roentgenogram of the girl showed 
a large area of consolidation in the left lower lobe 
which appeared rounded in the posteroanterior 
view, but the borders of which were not well de- 
fined in the lateral view. A chest roentgenogram of 
the boy showed in the region of the left lower lobe 
an infiltration and multiple cystic areas, some of 
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which had air fluid levels within them. Broncho- 
grams in both patients revealed displacement of 
the bronchi and failure to fill any bronchi in the 
region of sequestration. 

Intrathoracic aortography was performed in both 
patients with the aid of local anesthesia and with 
the use of from 0.67 to 0.75 cc. per kilogram of 70% 
sodium acetrizoate as contrast medium. A tortuous 
vessel arising from the lower part of the thoracic 
aorta and entering a cystic area in the left lower 
lobe was shown in the girl. A large anomalous 
vessel arising from the lower portion of the thoracic 
aorta and entering the area of sequestration was 
revealed in the boy. Resection of the posterior basal 
segment was performed in both patients. The post- 
operative course of the girl was complicated by 
hydropneumothorax or hemop thorax, which 
resorbed spontaneously, and the patient was dis- 
charged on the 24th postoperative day. The post- 
operative course of the boy was satisfactory, and 
he was discharged on the 15th postoperative day. 

Intralobar bronchopulmonary _ sequestration 
causes chronic and recurrent infection and requires 
surgical removal. The condition can be identified 
by the history and appearance of the lung on plain 
chest roentgenograms and by bronchograms or by 
the aortographic demonstration of the abnormal 
systemic artery which supplies it. Pediatricians 
should consider this diagnosis in patients with 
localized chronic or recurrent pulmonary disease. 


Poliomyelitis Under One Year of Age: Clinical and 
Laboratory Findings in a Group of 529 Patients 
with Poliomyelitis Younger than One Year of Age. 
D. Levy and W. Falk. A. M. A. J. Dis. Child. 97:829- 
838 (June) 1959 [Chicago]. 


The authors report on 529 infants, aged less than 
one year, with poliomyelitis who were treated at 
the Rambam Government Hospital in Haifa during 
the first 7 years of a poliomyelitis epidemic in Israel 
(1950-1956). Of the 529 infants, 25 (4.7%) were less 
than 3 months old, 108 (20.4%) were between the 
ages of 3 and 6 months, and 396 (74.9%) were older 
than 6 months. The clinical and laboratory findings 
in this group of patients are described. The ap- 
pearance of muscular weakness, signs of bulbar or 
cranial nerve involvement, or encephalopathy dur- 
ing the first 3 days of illness were twice as frequent 
among patients with facial, encephalitic, or bulbar 
type of poliomyelitis as among patients with spinal 
nerve involvement. Whereas this may be a conse- 
quence of higher vulnerability of cerebellar and 
medullary nerve tissue during this period of life, 
it must be borne in mind that signs of involvement 
of these centers are much more noticeable than 
weakness of limb or body muscle in an infant. 
Definite signs of meningeal irritation were elicited 
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in 216 infants (41%), and doubtful signs in 33 (6%), 
but no signs of meningeal irritation were observed 
in 280 infants (53%). 

Of 450 infants in whom the protein content of 
the cerebrospinal fluid was determined at the time 
of admission to the hospital, this content was normal 
in 192 patients (42%); 121 patients (27%) had a 
slightly elevated protein content, 116 (26%) had 


moderately elevated values, and 21 had a markedly — 


elevated protein content. In 445 patients both the 
number of white blood cells and the protein con- 
tent of the sample of cerebrospinal fluid withdrawn 
at the time of admission were examined. Fifty per 
cent of the patients with normal number of white 
blood cells had normal protein content as well. 
The higher the number of cells, the lower was the 
number of patients with normal protein content, 
reaching 33% of those with markedly elevated num- 
ber of cells. No correlation could be established 
between the severity of the disease and the changes 
in the cerebrospinal fluid components. No constant 
pattern was observed in the different clinical type 
groups. 

The results of the laboratory examination of the 
cerebrospinal fluid did not follow the established 
pattern of “pleocytosis with normal protein con- 
tent” at the beginning of the disease and “normal 
white blood cell count with an elevated protein 
content” later in the disease. The significance of 
this observation can be evaluated when further 
reports dealing with poliomyelitis in infants con- 
firm it. The dynamics of the cerebrospinal fluid 
changes during the acute illness could not be pre- 
dicted in this group of patients. No correlation 
could be established between the presence of signs 
of meningeal irritation and the presence and degree 
of pathological changes of the cerebrospinal fluid. 


Irradiation Embryopathy: Observations on 3 “Ir- 
radiated Infants” (with Anatomicopathological Ex- 
amination). O. Jeanneret, A. Mégevand and L. Day- 
er. Schweiz. med. Wchnschr. 89:483-490 (May 2) 
1959 (In French) [Basel, Switzerland]. 


The authors define as embryopathy any anomaly 
or malformation resulting from a harmful agent 
acting on the embryo in utero. In irradiation em- 
bryopathy it is essential to differentiate between 
anterior and concomitant damage, because irradia- 
tion may act not only on the soma of the embryo 
but also on that of the mother, as well as on the 
maternal and embryonal gonads. Reviewing the 
literature, the authors mention cases showing the 
effects of preconceptional and _ postconceptional 
irradiation, but in this report they are concerned 
chiefly with the latter form. 

The authors present the histories of 3 infants, 
the first 2 of whom showed the typical symptoms of 
irradiation embryopathy. The first one was a pre- 
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mature stillborn baby. While some of its defects 
could have been due to other causes, the club feet 
were definitely characteristic of irradiation embry- 
opathy. Furthermore, the anomalies of the face 
(epicanthus, microstomia, deformities of the ex- 
ternal ear, and micrognathia of the lower jaw), of 
the skin and joints, and particularly of the viscera 
(kidney, lung, and mesentery) could be attributed 
only to roentgen-ray damage, although renal hypo- 
plasia is rare in irradiation embryopathy. In this 
case there is a possibility that the gonads of the 
mother were irradiated also before conception of 
the child. The unusual manifestations in the third 
infant might be related to the relatively small dose 
of roentgen rays the mother had received during 
the second month of pregnancy. 


Diaphragmatic Eventration in the Child (On the 
Basis of 10 New Cases). J. Richard, M. Chevalier, 
R. Capelle and others. Arch. frang. pédiat. 16:300- 
352 (no. 3) 1959 (In French) [Paris]. 


Diaphragmatic eventration is a permanent hyper- 
elevation, congenital or acquired, of one-half of 
the diaphragm without a break in continuity, a 
characteristic that distinguishes it from diaphrag- 
matic hernia, which depends on a breach in the 
diaphragm. Transient hyperelevations are also ex- 
cluded by this definition. The development of 
thoracic surgery has brought this anomaly, long 
regarded as a curiosity or an autopsy finding, with- 
in the sphere of therapy. New problems thus con- 
front pediatricians called on to care for children 
with diaphragmatic eventration—problems that in- 
clude the causation, prognosis, and operative indi- 
cations. A review of the whole question on the basis 
of published reports and 10 personal cases of ap- 
parently idiopathic diaphragmatic eventration 
seemed, therefore, to be warranted. 

Obstetric paralysis and injury to the phrenic 
nerve, possibly as a result of lymph-node enlarge- 
ment of tuberculous origin, seem to be the principal 
causes of acquired eventration, but whatever the 
nature of the primary lesion, the mechanism by 
which the eventration becomes established is ap- 
parently threefold, with one intrinsic, one extrinsic, 
and one temporal factor. The intrinsic factor is the 
insufficiency of the muscle, whatever its origin; its 
degree and duration in cases of paralysis determine 
the extent to which the other two become operative. 
The extrinsic factor is composed of the pressure of 
the abdominal mass, on the one hand, and of 
thoracic aspiration, on the other. The temporal 
factor involves the progressive development of the 
lesion, supplemented, in the child, by the influence 
of the descent of the diaphragm and growth in 
stature. Several circumstances operate to make 
eventration of the diaphragm much commoner on 
the left side than on the right. In the congenital 
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forms, later closing of the anlage and atrophy of 
the muscles favor the development of the anomaly 
on the left, just as they do that of hernia. Acquired 
eventration due to phrenic paralysis is also found 
more often on the left side than on the right, be- 
cause the liver serves as a solid barrier that inter- 
feres with the twofold factor of abdominal thrust 
and thoracic aspiration. 

The clinical picture is variable, depending, as it 
does, on the effect of the eventration on the lungs, 
heart, and digestive apparatus. Three clinical forms 
may be found in children: early, in which the symp- 
toms are apparent at or within a few hours after 
birth; patent, in which they usually appear between 
the ages of 6 and 11 years; and latent, in which 
obvious symptoms are lacking and the children 
have no more than a special susceptibility to com- 
mon respiratory infections and a moderate degree 
of debility. Immediate surgical treatment is usually 
required to prevent a fatal outcome in the early 
forms in which cyanosis, accompanied by dyspnea 
or polypnea, is the dominant symptom; the few 
infants who survive without operation are subject 
to more or less severe digestive disturbances. An 
attitude of prudent watchfulness, on the other 
hand, may be maintained in the early forms char- 
acterized only by slight polypnea or mild digestive 
disturbances that do not interfere with the infant's 
growth, because they are generally well tolerated. 

The symptoms of the patent forms, consisting of 
pain in the epigastrium or left hypochondrium, 
often occurring after eating and relieved by vomit- 
ing, usually interfere with normal living and affect 
the patient’s general condition or gastrointestinal 
status to such an extent that operation is advisable. 
A latent eventration, however, which is discovered 
by accident in a child who is in perfect health or 
who has only a few discrete symptoms not affecting 
his general condition, should not be taken as justi- 
fication for an operation. 

The various methods by which diaphragmatic 
eventration can be surgically corrected are dis- 
cussed in the light of published opinions and the 
authors’ own experience. Three of their patients 
were successfully operated on; one was lost to 
follow-up before treatment was decided on; and in 
the remaining 6, in whom the eventration was more 
or less well tolerated, operation was not advised. 


Visceral Polyposis and Cutaneomucosal Melanin 
Pigmentation (Peutz Syndrome). A. Mégevand. 
Arch. frang. pédiat. 16:353-361 (no. 3) 1959 (In 
French) [Paris]. 


Diffuse intestinal polyposis, predominating in the 
small intestine but occasionally extending to the 
stomach and the large intestine as far as the rectum, 
and an abnormal melanin pigmentation of the lips 
and labial mucosa, often accompanied by freckles, 
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are always associated in the Peutz syndrome. All 
these characteristic:aspects of the syndrome were 
present in the case of a 9-year-old boy reported on 
by the author. His first attack of violent abdominal 
pain, followed by bilious vomiting, occurred when 
he was 8'2 years old. His history up to that time had 
been fairly normal in pattern, the only notable 
illnesses having been mumps at the age of 4 years 
and chickenpox and measles at the age of 8. The 
physician consulted during the initial abdominal 
disturbance, which lasted 5 days, spoke of an ace- 
tone crisis and anemia. Treatment to correct the 
anemia was started several weeks later at a clinic 
to which the child, now fully recovered from the 
abdominal disturbance, had been brought. An ap- 
pendectomy was considered but decided against as 
untimely. 

The following year was uneventful. The child, 
cured of his anemia, was perfectly well until De- 
cember, when he had a sudden short attack of ab- 
dominal pain with one episode of vomiting. One 
week later, severe pain necessitating hospitaliza- 
tion recurred. A diagnosis of intestinal obstruction 
was made and confirmed at operation, during which 
a double jejunojejunal invagination was found. Two 
tumors, about 70 cm. apart, in the lumen of the 
small intestine formed the starting point of this 
invagination, making it necessary to remove about 
105 cm. of the intestine. The postoperative period 
was uneventful, and in about 3 weeks anemia, 
which had recurred, disappeared spontaneously. 
Several subsequent follow-ups showed the boy to 
be in perfect health; he was well developed and 
not anemic, but the freckles and melanin pigmen- 
tation of his lips and buccal mucosa, which his 
mother said had first appeared at the age of 2 or 3 
years, were more pronounced than they had been 
at the time of the first preoperative examination. 

Investigation of the patient's family brought sev- 
eral interesting facts to light. 1. His mother had 
the same type of pigmentation on the labial mucosa, 
and she had twice been operated on, once for in- 
vagination of the small intestine and once for 
multiple polyposis of the small intestine, believed 
at the time to be cancerous. She recovered rapidly 
after the second operation and has since enjoyed 
perfect health. 2. A maternal aunt was operated on 
for nasal polyps at the age of 20 years, but was 
said not to have the characteristic pigmentation. 
3. The patient's maternal grandfather had died of 
gastric carcinoma, but whether the tumor was a 
polyp that had undergone malignant degeneration 
is not known. 4. One uncle had had a kidney op- 
eration and was said to have had freckles; another 
uncle had very many freckles but no melanin spots. 

Awareness of this syndrome should lead to (1) a 
systematic search for intestinal polyps in a child 
or an adult with the characteristic pigmented spots 
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on the lips and mouth in order to prevent accidents 
of invagination and possible malignant degenera- 
tion by constant surveillance and preventive op- 
erations as indicated; (2) a careful examination of 
the mouth in patients with an acute abdominal 
disturbance, because it may lead to an accurate 
etiological diagnosis of intestinal occlusion, which, 
in the Peutz syndrome, is always due to polypoid 
invagination; and (3) restraint in giving a patient 
with the Peutz syndrome too somber a prognosis, 
even though the histological structure of the tumors 
suggests cancer. 


OTOLARYNGOLOGY 


Bronchoscopy Under General Anesthesia in Chil- 
dren Aged 4 to 11 Years: Study of 422 Endobron- 
chial Explorations Carried out by This Method in 
a Specialized Preventorium. G. Jamet, J. Moraine, 
A. Gladu and H. Petithomme. Rev. tuberc., Paris 
23:231-247 (Feb.-March) 1959 (In French) [Paris]. 


The difficulties accompanying bronchoscopy in 
children, aged 4 to 11 years, led the authors to 
abandon the use of local anesthesia for this pro- 
cedure in children of this age-group and to replace 
it with general anesthesia. The intravenous route 
is used exclusively, because inhalation methods of 
anesthesia proved unsatisfactory and ill-adapted to 
a procedure of this type. The anesthetist should 
confine himself to supplying oxygen alone by the 
aerial route. The duration of bronchoscopy is ex- 
tremely variable (from 8 to 35 minutes in the au- 
thors’ series); consequently, it is important to have 
anesthesia that can be managed easily, i. e., capable 
of being prolonged as needed but immediately 
reversible when the examination is finished. A thio- 
barbiturate (Nesdonal) is used for induction, while 
the rest of the anesthesia is secured by a curarizing 
drug, succinylcholine iodide, which is given in an 
extemporaneous solution of 10 mg. per milliliter. 
The doses vary with the weight of the subject. 
Additional injections can be given, if needed, at 
constantly increasing intervals in smaller and small- 
er doses. 

No serious accident has occurred in any of the 
451 bronchoscopies carried out under general an- 
esthesia by the authors, 422 of which were in the 
children in this series; the few incidents noted were 
all minor in character and were far outweighed 
by the advantages of the procedure. General anes- 
thesia enables the bronchoscopist not only to make 
as detailed and thorough a study of the patients’ 
endobronchial condition in children, aged 4 to 11, 
as in adolescents and adults, but also to apply 
direct therapeutic treatment to the lymph-node 
lesions of a primary infection and so to provoke 
their involution. The presence of foreign bodies in 
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the bronchi, quite apart from tuberculous infection, 
is a formal indication for bronchoscopy under gen- 
eral anesthesia in children of this age-group. 

A somewhat more complicated bronchoscopic 
table is required when the examination is per- 
formed with the patient under general anesthesia 
than when it is carried out under local anesthesia 
only. The number of medical assistants must also 
be larger, and both the bronchoscopist and the 
anesthetist must be specially qualified. The anes- 
thetist should, if possible, be experienced in giving 
an anesthetic for thoracic surgery and should have 
had practice in the use of curare. Perfect teamwork 
is required, so that the procedure can only be used 
in specialized services with experienced workers. 
The anesthetist should take advantage of the time 
spent by the bronchoscopist in cleaning and chang- 
ing lenses, for example, to assure the oxygenation 
of the patient, and, if the procedure is prolonged, 
he should request an opportunity to oxygenate the 
patient as needed. Finally, the tube should not be 
withdrawn until the child has shown definite signs 
of waking. Bronchoscopy under general anesthesia 
with a combination of Nesdonal and curare has 
proved entirely harmless when these conditions are 


observed. 


Malignant Tumors in Middle Ear and Mastoid 
Process. H. Sgrensen. Ugesk. leger 121:785-789 
(May 14) 1959 (In Danish) [Copenhagen]. 


Cancer in the middle ear and mastoid process is 
a grave but not hopeless disease, provided that the 
diagnosis is made before the tumor has reached 
too great an extent. From 1939 to 1953, 13 patients 
(7 men, 6 women), aged from 33 to 75 years, were 
admitted to the Radium Station and the Municipal 
Hospital in Aarhus, Denmark, under the diagnosis 
of cancer of the middle ear and/or mastoid process. 
In 11 cases the cancer developed during a chronic 
otitis; only 2 patients had not previously had dis- 
charge from the ears. In 7 cases the discharge was 
bloody. The frequent occurrence of chronic otitis 
in the patients supports the conception of the 
etiological significance of long-continued suppura- 
tion and stresses the importance of careful observa- 
tion of patients with this disease. Cancer of the 
middle ear metastasizes late. The results of treat- 
ment show radical excision combined with radio- 
therapy to be a valuable means of treatment. In 
cases in which full recovery has not been attained, 
the patients’ suffering has been relieved by a not 
especially mutilating intervention. Twelve patients 
were treated. The histological diagnosis was spino- 
cellular carcinoma in 9 cases, basocellular car- 
cinoma in 2, and sarcoma in 1. Five patients have 
been free from recurrence for more than 5 years; 
1 patient died without sign of recurrence after 2% 
years; 6 patients died of recurrence of the tumor. 
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INDUSTRIAL MEDICINE 


Cancer of the Scrotum in Wax Pressmen: I. Epi- 
demiology. N. V. Hendricks, C. M. Berry, J. G. 
Lione and J. J. Thorpe. A. M. A. Arch. Indust. 
Health 19:524-529 (May) 1959 [Chicago]. 


This study was initiated in 1947 by a review of 
all cancer cases from a refinery where petroleum 
wax was manufactured. A detailed study was car- 
ried out of scrotal cancer by means of epidemi- 
ologic and statistical procedures. Since the time- 
exposure relation in occupational cancer appeared 
to be a factor of great importance, the study in- 
cluded available records for the previous 10 years 
and was continued for an additional 10 years, giv- 
ing experience over a 20-year period. Cancer inci- 
dence figures for the refinery, as a whole, were 
comparable to similar figures for the general male 
population. The incidence of cancer among workers 
engaged in wax manufacture (exclusive of pressmen 
with 10 years’ or more service) was not materially 
different from that among the general male popula- 
tion. However, the incidence of scrotal cancer 
among wax pressmen with 10 years’ or more service 
was many times that of the general male population 
and without question is statistically significant. 

Wax manufacturing methods are described, and 
the type of exposure experienced by a wax press- 
man is explained. In leaning across the side rail of 
the presses to clean the plates, the worker's clothing 
became contaminated with “slack” wax. It was the 
practice to tie burlap bags around the waist as 
protective aprons. These soon became saturated 
with wax and aromatic oil. Since these aprons and 
clothing were changed infrequently, exposure was 
prolonged. In the absence of frequent and adequate 
bathing, the exposure was, in effect, continuous. 
The analysis of scrotal cancer experience among 
wax pressmen left no doubt that these lesions were 
directly associated with the extensive, continuous, 
and prolonged exposure to “slack” or crude wax 
by these persons over a period of years. Such ex- 
posures could have been minimized or prevented 
by frequent bathing and the wearing of clean work 
clothing, practices which were instituted subse- 
quently. Furthermore, a newer wax manufacturing 
process essentially eliminates exposure on the part 
of workers, with the exception of occasional me- 
chanical workers. 


Cancer of the Scrotum in Wax Pressmen: II. Clin- 
ical Observations. J. G. Lione and J. S. Denholm. 
A. M. A. Arch. Indust. Health 19:530-539 (May) 
1959 [Chicago]. 


In this paper the authors describe 10 cases of 
squamous-cell carcinoma of the scrotum in pe- 
troleum-wax-press operators. The age of onset 
varied from 47 to 62 years, the average being 56 
years. The period of potential exposure to unre- 
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fined wax varied from 14 to 37 years. The average 
potential exposure was approximately 23 years. No 
case of carcinoma of the scrotum occurred in wax 
pressmen with fewer than 10 years of potential 
exposure to crude wax. There was surprisingly little 
labor turnover on the presses; hence men working 
40 years as pressmen were by no means a rarity. 
The cancers usually began as wart-like lesions. 
Infiltration of the adjoining skin and/or intermittent 
ulceration of the original lesion over a period of a 
few months or years ultimately caused the patient 
to seek medical advice. Primary or recurrent lesions 
sometimes occurred many years after “cure,” or 
after cessation of contact with the crude petroleum 
wax. Hence workers with a history of such contact 
should have careful scrotal examinations at rela- 
tively short intervals (3 months) throughout their 
lifetime. Inadequate or infrequent bathing plus the 
prolonged use of soiled clothing led to chronic and 
continuous exposure of the scrotal area of these 
workmen to the crude wax. Proper education of 
workmen and supervision in matters of personal 
hygiene as well as the use of protective clothing 
should be the basis of a protective program. 


A Study of Absenteeism, Accidents and Sickness 
Payments in Problem Drinkers in One Industry. 
Observer and M. A. Maxwell. Quart. J. Stud. Alco- 
hol 20:302-312 (June) 1959 [New Haven, Conn.]. 


This study is based upon the records of one com- 
pany, which is located in the United States and has 
over 10,000 employees; in other respects the com- 
pany must remain anonymous. The medical records 
of this company provided information on (1) all 
illness and injury absences of at least 8 days’ dura- 
tion; (2) all on-the-job accidents whether time was 
lost or not; and (3) all off-the-job accidents requir- 
ing an absence of 8 days or more. A group of 48 
problem drinkers (832 men and 16 women), not 
representative of the prevalence of the problem in 
the company and including an excess of the long 
employed, was drawn and compared with 2 control 
groups of the same size. Each problem-drinker em- 
ployee was matched by 2 counterparts in sex, age, 
length of service, job type, and ethnic background. 
The findings of the 2 control groups were com- 
bined and the data averaged for purposes of com- 
parison with the problem group. The problem 
drinkers met one of the following criteria: (1) had 
been diagnosed in writing as an “alcoholic” by a 
doctor of medicine; (2) had voluntarily requested 
help for his own drinking problem; and (3) had 
given repeated evidence of intoxication, absence 
because of drinking verified by home visits, coupled 
with other conditions, such as financial trouble, 
domestic trouble, poor attendance, personality 
changes, and being arrested for drunkenness. 
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It was found that the group of problem drinkers 
had 2.5 times as many cases of illness-caused or 
injury-caused absence lasting 8 days or more as the 
control group, and 2.5 times as many days of ab- 
sence. The cost of the sickness payments for the 32 
men who were problem drinkers totaled $88,719, 
compared with $26,750 paid to the 32 men in the 
control group, a ratio of 3.3 to 1. In the case of the 
women, the ratio was nearly 2 to 1. The on-the-job 
accident rate of the problem drinkers after age 40 
was almost identical with that of the controls. But 
before age 40, the problem drinkers experienced 
twice as many on-the-job accidents as the controls. 
It is hypothesized that the high on-the-job accident 
rate of early-stage problem drinkers is reduced in 
the later stage by the realization that a problem 
exists and the adoption of various protective meas- 
ures. Such measures were not operative for off-the- 
job accidents. A total of 21 off-the-job accidents 
requiring an absence of 8 days or more was re- 
corded for the problem drinkers and none at all for 
the controls. When on-the-job and off-the-job acci- 
dents are combined, for both the men and the 
women, the total number of accidents recorded 
for the problem drinkers was 3.6 times as large as 
that of the controls. 


THERAPEUTICS 


Nicoumalone: A New Anticoagulant. A. J. Brafield. 
Brit. M. J. 1:1211-1213 (May 9) 1959 [London]. 


The new anticoagulant, nicoumalone or aceno- 
coumarol, was compared with 2  phenindione 
derivatives with regard to the constancy of the 
prothrombin levels obtained during the period of 
maintenance therapy. Acenocoumarol was used in 
the treatment of 269 patients, namely, in 155 pa- 
tients with coronary thrombosis, 107 with venous 
thrombosis, and 7 with arterial occlusion. The dose 
of orally administered anticoagulant was controlled 
by “prothrombin” estimations, with the use of 
Quick’s one-stage technique. Estimations were 
made 3 times a week, but when a patient's reaction 
to the drug was abnormal (more or less sensitive), 
more frequent controls were made. Results were 
recorded as “percentage prothrombin activity,” the 
figures being obtained by reference to a “prothrom- 
bin” dilution curve. The maintenance dose with 
acenocoumarol varied slightly from case to case, 
but was most often in the region of 2 to 3 mg. a 
day, given as a single evening dose. The 2 phenin- 
dione derivatives were used in 117 and 242 patients 
respectively. Essentially the same estimation pro- 
cedures were employed in all 3 groups of patients. 

The results of the tests, which are recorded in a 
table and in a graph, show that the peak of inci- 
dence of tests within the range of 15 to 35% occurs 
among those patients receiving acenocoumarol, and 
the incidence of tests in the (undesirable) extreme 
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ranges is also lowest in this group of patients. 
Furthermore, acenocoumarol is not cumulative and 
rapidly disappears from the body, being excreted 
unaltered in the urine. Only 2 of the patients treated 
with acenocoumarol experienced severe spontane- 
ous hemorrhages. One of these patients was ab- 
normally sensitive to the drug, and the second 
patient, in whom melena occurred, probably had 
a gastric ulcer. The results with acenocoumarol 
were superior to those obtained with the other 
2 drugs. 


Triamcinolone in the Treatment of Rheumatoid 
Arthritis. M. Thompson. Brit. M. J. 1:1259-1262 
(May 16) 1959 [London]. 


.The author reports on 12 women and 4 men, 15 
of whom had rheumatoid arthritis and 1 had anky- 
losing spondylitis with predominantly peripheral 
arthritis, who were treated successively with predni- 
solone and triamcinolone, the ratio of dosage being 
5 to 4 by weight. The daily maintenance dose of 
prednisolone ranged from 7.5 to 20 mg. The average 
daily maintenance dose of triamcinolone varied 
from 6 to 16 mg., according to the severity of the 
disease. The duration of treatment with triamcino- 
lone varied from 2 to 26 weeks, and 11 of the 16 
patients were then given an additional course of 
treatment with prednisolone, allowing a second 
comparison to be made. Of the 16 patients, 6 pre- 
ferred triamcinolone, 5 preferred prednisolone, and 
5 had no preference. These preferences were based 
on the patient’s own assessments of pain and stiff- 
ness and, in addition, sense of well-being. Triam- 
cinolone thus was found to be as effective as pred- 
nisolone in relieving arthritic symptoms in a dosage 
ratio of 4 to 5. Four additional patients, 3 women 
with rheumatoid arthritis and 1 man with ankylos- 
ing spondylitis and severe peripheral arthritis re- 
ceived treatment with triamcinolone given in doses 
of 4 mg. 4 times daily initially, which then were 
reduced to total daily doses of 12 mg. 

Triamcinolone was found to be useful in patients 
with hypertension which had been induced or in- 
creased by previous steroid therapy. Weight loss 
and reduction of edema were noted when patients 
receiving prednisolone were transferred to triam- 
cinolone. Gastroduodenal side-effects were more 
frequent and severe with triamcinolone than with 
prednisolone, and 2 of the total number of 20 pa- 
tients in this series had hematemesis in the course 
of triamcinolone therapy. Subcutaneous ecchymoses 
and other side-effects of prednisolone were also 
observed with triamcinolone, but the pattern of 
involvement was not identical. From the results 
obtained in this series and in patients reported on 
by other workers, triamcinolone would appear to 
be a suitable steroid compound when steroid ther- 
apy was indicated for hypertensive patients or 
those in whom hypertension has developed with 
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another steroid, for patients with edema and evi- 
dence of salt retention, and for patients in whom 
purpuric or ecchymotic lesions occurred during 
treatment with other steroids; it may also be of 
value for patients who have become restless or un- 
duly euphoric during treatment with other steroids. 


Beclamide in Intractable Epilepsy: A Controlled 
Trial. J. Wilson, J. N. Walton and D. J. Newell. 
Brit. M. J. 1:1275-1278 (May 16) 1959 [London]. 


The authors report on 13 patients, between the 
ages of 21 and 51 years, with uncontrolled, major 
or temporal lobe epilepsy in whom a statistically 
controlled double-blind trial of beclamide (N- 
benzyl-beta-chloropropionamide), a new anticon- 
vulsant, was carried out in the epileptic clinic of 
the Royal Victoria Infirmary in Newcastle upon 
Tyne, England, in 1957. The patients were living 
active and useful lives despite their epileptic at- 
tacks, and all attended the clinic at monthly in- 
tervals for examination throughout the trial. For a 
preliminary period of 3 months the patients were 
observed on the anticonvulsant regimen they were 
already following. During each of 2 subsequent 3- 
monthly periods they received either unmarked 
beclamide tablets in doses of 1 Gm. 3 times daily 
or identical control tablets of lactose, in addition 
to the drugs they were already receiving. At the 
end of this 6-monthly period those patients whose 
attacks were still relatively uncontrolled were ob- 
served for an additional 4 to 8 weeks while receiv- 
ing beclamide in doses of 4 Gm. daily in addition 
to their previous medication. 

The results showed that beclamide given in a 
daily dose of 3 Gm. was significantly more efficient 
than the inert tablet, reducing the number of‘ 
seizures to 75% of their previous frequency without 
any noteworthy side-effects. The lactose tablets did 
not have any psychological placebo effect. Little 
improvement was obtained by increasing the daily 
dosage of beclamide from 3 to 4 Gm., but this in- 
creased dose was given for a relatively short period 
and the evidence on this point is inconclusive. 
Beclamide has a significant anticonvulsant effect, 
but in view of the high cost of this drug it should 
be used only in epileptic patients who have failed 
to respond to other remedies. It appears that the 
drug may safely be given in combination with 
other anticonvulsants. 


Antibacterial Activity of Serum of Normal Subjects 
After Oral Doses of Demethylchlortetracycline, 
Chlortetracycline and Oxytetracycline. H. A. Hirsch 
and M. Finland. New England J. Med. 260:1099- 
1104 (May 25) 1959 [Boston]. 


The authors mention previous studies on the new 
tetracycline antibiotic, demethylchlortetracycline, 
in comparison with other tetracyclines. In this 
paper they deal with comparisons of the antibac- 
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terial activity resulting in the serum of the same 
normal subjects after ingestion of equivalent doses 
of demethylchlortetracycline, oxytetracycline, and 
chlortetracycline. The antibiotics used in this study 
were provided in capsules, each of which contained 
250 mg. of the respective hydrochloride. Demethy]- 
chlortetracycline was provided in 2 forms, one con- 
taining only lactose as a filler and the other having 
an equal amount of citric acid, which, in other 
studies, had been shown to enhance the serum 
levels of tetracycline. The chlortetracycline cap- 
sules contained only lactose, but those of oxytetra- 
cycline contained equal amounts of glucosamine 
hydrochloride, which has been reported to enhance 
the serum levels of that drug. The subjects for this 
study were 8 normal young men. 

The results of the present study show that oral 
doses of demethylchlortetracycline, given to normal 
men, are absorbed as well as, or better than, equal 
doses of either chlortetracycline or oxytetracycline 
in combination with glucosamine. However, the 
new antibiotic produces much greater activity in 
serum than the other 2 analogues against each of 
the 3 test organisms used, namely, Streptococcus 
98, Staphylococcus 209P, and Bacillus cereus 5, or 
when compared in terms of the concentration of 
antibiotic expressed as activity of any one of the 
analogues. Moreover, the activity produced by the 
oral doses of demethylchlortetracycline persists and 
can be detected in serum for 24 to 48 hours longer 
than after the doses of either chlortetracycline or 
oxytetracycline. The absorption of tetracycline is 
somewhat better than that of demethylchlortetra- 
cycline (as measured by the serum levels of the 
antibiotic ingested); however, as reported in the 
previous study by Kunin and Finland, the levels of 
antibiotic in the serum during administration of 
repeated oral doses are the same or higher with 
demethylchlortetracycline at all times after the 
first dose even when expressed in terms of the anti- 
biotic ingested. In terms of antistreptococcic or 
antistaphylococcic activity, and in terms of concen- 
tration of antibiotic expressed as activity of the 
same standard, demethylchlortetracycline yielded 
higher activity than tetracycline at all times. The 
results of the present study did not show any im- 
provement in absorption of demethylchlortetra- 
cycline given with citric acid. 

The authors point out that the findings in this 
study, as in previous comparisons reported from 
this laboratory with this group of drugs, with peni- 
cillin analogues, and with the erythromycin group 
of antibiotics, emphasize the importance of using 
the same standard of reference in comparing dif- 
ferent but related drugs. Comparisons based only 
on the concentrations of the antibiotics adminis- 
tered, although they are useful as indicating their 
relative absorption, distribution, and excretion, do 
not compare their relative antibacterial activity, 
which is the purpose for which they are used thera- 
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peutically. The new tetracycline antibiotic, de- 
methylchlortetracycline, produces much higher and 
longer sustained levels of antibacterial activity in 
the serum after oral administration than either 
chlortetracycline or oxytetracycline. 


Application of the Protein-Saving Effect of Andro- 
genic Hormones in the Treatment of Patients Fol- 
lowing Total Gastrectomy. Gastroenterology 36: 
599-612 (May) 1959 [Baltimore]. 


Androgenic hormones have been known to exert 
a protein-building influence. An attempt was made 
to investigate whether improvement of the utiliza- 
tion of the protein ingested could contribute to the 
attainment or maintenance of a positive nitrogen 
balance in patients whose capacity for food uptake 
was limited. Investigations were made with the aid 
of balance tests in 16 agastric patients (1 woman 
and 15 men) who were given androgen therapy 
and in 18 agastric patients who were not given 
androgen treatment. 

Protein utilization in all male postgastrectomy 
patients except one was found to be improved fol- 
lowing administration of testosterone propionate. 
The nitrogen balance in the one female agastric 
patient was likewise improved as a result of treat- 
ment with testosterone propionate at lower dosage, 
combined with estrogen treatment. The patients 
treated with androgens showed a significantly more 
marked increase in body weight during clinical 
observation than the patients not treated with 
androgens. During after-treatment at the outpatient 
department by administration of a maintenance 
_ dose of testosterone phenylpropionate, body weight 
continued to increase in the majority of patients. 
Disagreeable or untoward side-effects due to 
androgen treatment were not seen. Pathological 
enhancement of the libido was found in none of 
these patients. Prostatic carcinoma constitutes an 
absolute contraindication to treatment with andro- 
genic hormones. It is believed that the use of 
androgenic hormones merits a place in the treat- 
ment of completely or partially agastric patients 
who are in an unfavorable or moderate nutritional 
condition. 


“Kanamycin,” a New Antibiotic: Experimental 
Study “In Vitro.” G. Andrieux, J. Monnier and 
R. Bourse. Presse méd. 67:718-719 (April 11) 1959 
(In French) [Paris]. 


In vitro bacteriological studies on kanamycin 
have demonstrated the particularly interesting anti- 
biotic properties of this new drug. It has essential 
bactericidal action which is effective in low con- 
centrations against many bacteria, especially 
staphylococci and Proteus organisms. The pH of 
the culture medium has little effect on the activity 
of kanamycin. Another important point is the fact 
that serum has no inhibitory effect on its in vitro 
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activity. Strains of bacteria repeatedly subjected to 
its action present progressive but slowly developing 
resistance, generally at moderate levels. This re- 
sistance to kanamycin acquired in vitro does not 
lead to a diminished sensitivity of the strains to 
certain other antibiotics. The combination of kana- 
mycin with penicillin has a synergistic effect in vitro 
on the bactericidal action of certain strains. Ac- 
quired resistance to kanamycin is associated with a 
cross-resistance to neomycin and framycetine, and 
vice versa. On the other hand, if the strains which 
have become resistant to kanamycin show cross- 
resistance to streptomycin, inversely, strains that 
have become highly resistant to streptomycin 
retain their sensitivity to kanamycin practically 
unchanged. 

Kanamycin given by the intramuscular route is 
rapidly absorbed; the blood levels obtained in ani- 
mals show a high concentration in the first 15 
minutes, which decreases gradually in the hours 
following. The antibiotic diffuses well, except in 
the muscles and in the brain. The urinary elimina- 
tion is good, and the urinary concentrations are 
even higher than with streptomycin. Studies on the 
toxicity of the antibiotic in animals show frequent 
renal lesions, which, however, are reversible, where- 
as neurotoxicity seems to be milder than that char- 
acteristic of streptomycin. The first clinical results 
obtained in man indicate that kanamycin is a valu- 
able antibacterial agent in certain severe infections, 
particularly those caused by staphylococci or other 
enterobacteria. 


One Hundred Patients Treated with Dexametha- 
sone: Comparison with Prednisone and 6-Methyl- 
prednisolone. A. Lichtwitz, D. Hioco and C. Greslé. 
Semaine hdp. Paris 35:1570-1580 (May 4) 1959 (In 
French) [Paris]. 


Study of the action of dexamethasone (16-alpha- 
methy]-9-alpha-fluoro-prednisolone [16 MFP]) in 
patients with various articular, allergic, and gland- 
ular disorders confirmed the reports of other au- 
thors who found that this new preparation was 
effective in small doses. Dexamethasone embodies 
all the modifications that are capable of increasing 
the anti-inflammatory effect of a corticoid, i. e., 
halogenation in the 9th position, dehydrogenation 
between the first and second positions, and methyla- 
tion in the 16th position, and its index of efficacy 
in relation to that of the other corticoids (prednisone 
and 6-methylprednisolone) is about 7. The condi- 
tions treated were so diverse that the dosages and 
results in each group must be considered separately. 
Patients with diseases of the joints (39 in all), espe- 
cially chronic progressive polyarthritis, were given 
doses ranging from 1 to 3 mg. of dexamethasone, 
rarely more or less. The doses needed in chronic 
progressive arthritis did not depend on the duration 
or extent of the disease or on its evolutionary ca- 
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pacity. They varied greatly from patient to patient, 
but in a large proportion of those with this condi- 
tion better control of the disease was secured with 
doses 5 to 7 times less than those of prednisone. 
The action of dexamethasone in the inflammatory 
exacerbations of various arthroses and rheumatic 
fever, on the other hand, was identical with that of 
prednisone. One of 5 patients with gout derived 
some benefit from dexamethasone, but in the other 
4 it was ineffective. 

Smaller doses, not exceeding 1.5 mg., were usual- 
ly sufficient for effective control of respiratory and 
cutaneous allergies, making the index of efficacy in 
these conditions about 8, or a little higher than it is 
in articular diseases. The index is still higher (10 or 
more) in patients with adrenal insufficiency (pri- 
mary or secondary), while in those with adreno- 
genital syndromes it is more than 40. A few patients 
with miscellaneous conditions as different as sclero- 
derma, pemphigus, hypoglycemia, asthenia, and 
nephrotic syndromes exhibited results which were, 
on the whole, similar to those obtained with the 
other corticoids, sometimes better, sometimes 
worse, but the numbers were too small for the 
formation of definite opinions. 

The question to be considered in using a new 
corticoid, such as dexamethasone, is not only wheth- 
er it is effective, because the results desired can 
usually be obtained with the older ones by increas- 
ing the dosage, but also, and even more, whether 
it is safe when given in effective and especially in 
comfortable doses. The subject of the accidents 
caused by dexamethasone and the other corticoids 
is discussed in the next article, in which an attempt 
has been made to evaluate the margin of safety 
between the optimal therapeutic dose and one that 
exposes the patients to the dangers of cortisonism. 


Intolerance, Incidents, and Accidents Provoked by 
Dexamethasone (16 MFP). A. Lichtwitz, D. Hioco 
and C. Greslé. Semaine hép. Paris 35:1581-1593 
(May 4) 1959 (In French) [Paris]. 


The 100 patients treated with dexamethasone, as 
described in the preceding article, were thoroughly 
investigated for evidences of cortisonism affecting 
the tissues, the metabolism, and certain glandular 
activities. Analysis of the data obtained shows that 
the efficacy of dexamethasone in doses below 2.5 
mg. is greater than that of prednisone in doses 
below 20 mg. and that side-effects occur less fre- 
quently with it than with the other corticoids. The 
margin of safety, in other words, between its anti- 
inflammatory action and its other effects on the 
tissues, in these patients at least, was greater than 
that of prednisone. It seems, moreover, that not 
only are the tissues less vulnerable, but also the 
side-effects are different. The authors had already 
noted that, with 6-methylprednisolone and triam- 
cortisone, the manifestations of cortisonism, though 
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frequent, were not the same: thus, with 6-methyl- 
prednisolone, as with triamcortisone, the cardiac 
disturbances were rarer and the digestive disturb- 
ances different; by contrast, 6-methylprednisolone 
and triamcortisone frequently led to the complica- 
tions of headache, visual disturbances, vertigo, and 
a disagreeable taste in the mouth, all of which are 
exceptional with prednisone. The authors em- 
phasize the differences in the side-effects produced 
by prednisone, 6-methylprednisolone, triamcorti- 
sone, and dexamethasone, because on several occa- 
sions they have been able, by reducing the dosage 
of one of these corticoids, to suppress its untoward 
effects while at the same time increasing the anti- 
inflammatory effect by giving it in association with 
another or others. This ability to cumulate the 
anti-inflammatory effects of the various synthetic 
steroids by associating them, while keeping each 
one below the threshold of cortisonism, holds good 
only for intolerance and most of the incidents ac- 
companying their use. Cushingoid manifestations 
and accidents properly so called (perforation, 
hemorrhages, decalcification) occur with all the 
corticoids and to a certain extent in proportion to 
the dosage used. 

It was thought, some years ago, that it would be 
quite impossible to dissociate the anti-inflammatory 
properties of cortisone from its other qualities. 
Recent advances, however, in which the sodium 
retention of hydrocortisone has been almost elimi- 
nated by dehydrogenation between the first and 
second positions, and the importance of the modifi- 
cations produced in the hormone by halogenation, 
methylation, and hydroxylation, when they concern 
the 9th, 6th, and especially the 16th positions, justify 
the belief that this dissociation can, after all, be ac- 
complished. Dexamethasone represents a step in 
this direction, and even now many patients who 
seemed to be resistant to corticotherapy can be 
treated with the new corticoids, 6-methylpredniso- 
lone, triamcortisone, and especially dexamethasone, 
with greater comfort at a lower cost. 


Tetracycline Provocation in Lupus Erythematosus. 
C. A. Domz, D. H. McNamara and H. F. Holzapfel. 
Ann. Int. Med. 50:1217-1226 (May) 1959 [Lancaster, 
Pa.]. 


A hypersensitivity reaction may be of vital im- 
portance with regard to lupus erythematosus; it 
may herald accelerated systemic spread in discoid 
lupus, or it may be the final disastrous turn in the 
course of a patient with systemic lupus erythema- 
tosus. The authors call attention to what may be 
a hitherto unappreciated provocative potential of 
the tetracyclines in lupus erythematosus. They 
present the histories of 3 patients in whom L. E. 
reactions occurred after the administration of 
tetracycline. In the first patient, systemic lupus 
erythematosus developed de novo after a hyper- 


1959 
1 


Vol. 171, No. 4 


sensitivity reaction to tetracycline. Despite her 
completely negative history for any other allergic 
reactions in the past, the tetracycline reaction did 
not represent an idiosyncrasy, but was a true sensi- 
tization phenomenon, since the drug had been ad- 
ministered without reaction 5 months earlier. This 
had served as the priming, or sensitizing, dose. 
Once the reaction occurred and active lupus ery- 
thematosus supervened, her reactivity was at such 
a pitch that a violent reaciion developed to glu- 
tethimide, a drug of low sensitizing potential. The 
reactions to tetracycline began while she was taking 
hydrocortisone, and the reactions to glutethimide 
occurred while she was taking prednisone. 

In the second patient tetracycline had been used 
to good advantage early in the course of her dis- 
ease to treat respiratory infections. A later attempt 
to employ the drug proved disastrous, setting off a 
violent reaction which appeared to hasten her death. 
The cutaneous and systemic flare which followed 
tetracycline never subsided, but progressed until 
her death. The third patient initially demonstrated 
positive L. E. tests while he was taking penicillin 
and tetracycline simultaneously. The tests reverted 
to negative when the antibiotics were withdrawn, 
and a positive test was later provoked by each anti- 
biotic separately while he was receiving steroids. 
At this stage of his illness it cannot be decided 
whether this patient has systemic lupus erythema- 
tosus or pulmonary fibrosis with rheumatoid arthri- 
tis. Circumvention of such reactions depends upon 
the physician’s awareness of the sensitizing poten- 
tial of the medications he employs. The occurrence 
of a drug reaction in any patient should be a signal 
to consider the possible presence of lupus erythe- 
matosus. In the patients presented, steroids pro- 
vided no appreciable protection against L. E. re- 
actions. 


Treatment of Pulmonary Metastases of Certain 
Forms of Cancer of the Breast. J. Moreno, O. Maz- 
zotti and J. Moreno Jr. Semana méd. 66:159-161 
(Jan. 29) 1959 (In Spanish) [Buenos Aires]. 


Two patients, 40 and 55 years old, respectively, 
with cancer of the breast were observed. The 
younger patient had an adenocarcinoma of the 
right breast and metastases to the axillary and 
infraclavicular lymph nodes, which regressed after 
roentgen-ray castration and administration of roent- 
genotherapy up to a total dose of 2,500 r on the 
tumor and 2,000 r on the metastatic lymph nodes. 
Two years later a severe recurrence of the breast 
tumor occurred. The patient reported with acute 
dyspnea. Roentgen-ray examination of the chest 
showed bilateral miliary pulmonary metastases. 
Complete relief of the respiratory symptoms and 
disappearance or great diminution in the number 
of pulmonary metastases were obtained by admin- 
istration of testosterone propionate in daily doses 
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of 50 mg. in 2 series of 10 and 20 days with an 
interval of 10 days. Relief of the symptoms lasted 
for 2 years, after which the patient had acute toxic 
symptoms and died of metastases to the liver. 

The older patient had a fibroadenoma of the 
right breast. Deep roentgenotherapy was followed 
by a period of 2 years of complete relief of symp- 
toms and signs of cancer. A recurrence occurred, 
during which bilateral miliary pulmonary metastases 
appeared. The patient underwent radical mastec- 
tomy. Androgen treatment was given in accordance 
with the same schedule and doses given to the 
younger patient but in association with cortico- 
tropin (ACTH) in daily doses of 40 units for 10 
consecutive days followed by the same number of 
days of rest. Duration of the treatment is not speci- 
fied. The pulmonary metastases disappeared from 
both lungs, and the patient is living in a satisfactory 
state of health more than 2 years after starting the 
treatment. The results obtained in these 2 patients 
showed the favorable effects of androgens in pa- 
tients with cancer of breast by improving the symp- 
toms, making the pulmonary metastases disappear, 
and prolonging the life span of the patient. 


Development of Peptic Ulcers During Treatment 
With Corticosteroids. P. Aagaard, M. Andreassen 
and T. Schigdt. Acta chir. scandinav. 116:423-428 
(no. 5-6) 1958-1959 (In English) [Stockholm]. 


The authors report on 10 patients (7 women and 
3 men), their ages ranging from 32 to 69 years, in 
whom ulcers developed after treatment with corti- 
cotropin (ACTH), cortisone, or related steroids. 
Nine of the 10 patients had rheumatoid arthritis and 
1 patient had ankylosing spondylitis; for these con- 
ditions they received treatment from a few months 
to 7 years before the onset of dyspepsia. Most 
patients demonstrated symptoms for only a few 
months. None of the 10 patients had had dyspeptic 
discomforts before the institution of steroid therapy. 
The ulceration involved the stomach in 7 patients, 
the pylorus in 2, and the jejunum in 1. In 7 of the 
10 patients, the radiograms of the stomach obtained 
in the early phase of steroid treatment showed nor- 
mal conditions, but later a distinct ulcer appeared. 
This fact and the absence of dyspepsia before the 
commencement of steroid therapy suggest that an 
ulcer was actually produced. 

Perforation occurred in 2 patients and hemat- 
emesis in 1 without preceding symptoms. In the 
remaining 7 patients, the ulcerations showed a more 
chronic course. Gastric resection was performed on 
all the patients except one. Billroth II operation 
was performed on 3 patients, and Billroth I on 6, 
including 4 patients in whom the procedure was 
combined with vagotomy. One patient showed 
adrenocortical insufficiency after the operation, but 
otherwise the postoperative course was uneventful 
in all the patients. 
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The patients were followed up for from 2 months 
to 5 years after the operation. Six of the 10 patients 
were perfectly well, 2 had mild dyspeptic reactions, 
and 2 were only followed up for 2 months after 
the operation. In 6 patients the steroid therapy was 
continued after the operation, and in spite of this, 
no dyspeptic discomfort occurred. Malignant trans- 
formation was not observed in any of these patients. 
Clinically, these ulcers are similar to ordinary gas- 
tric ulcers, apart from a less dramatic course during 
perforation. Pathoanatomically, the ulcers in these 
patients did not differ from ordinary chronic gastric 
ulcers. 


PATHOLOGY 


The Cytology of Salivary Glands Tumors. A. Ap- 
paix, H. Bonneau, and D. Sommer. Presse med. 
67:600-602 (March 25) 1959 (In French) [Paris]. 


A new procedure for the anatomico pathological 
diagnosis of salivary gland tumor consists of cyto- 
logical study made possible by aspiration with a 
fine needle. This is easy to perform, is relatively 
painless, has no contraindication, is practicable in 
every type of patient including children, and gen- 
erally obviates biopsy. The technique is simple. It 
consists of puncture by a very fine needle, of 0.2 
or 0.3 mm. diameter, fixed on a 2-cc. syringe as 
airtight as possible. Needle and syringe are drawn 
up together. Their contents are quickly placed on 
a slide and fixed with equal parts of pure alcohol 
and ether. This is followed by staining according 
to Papanicolaou’s technique or with Harris-Shorr’s 
stain. 

Abnormal cellular elements found by the authors 
are described and pictured. They include undiffer- 
entiated epithelial cells, which indicate a diagnosis 
of mixed tumors. These are very elongated fusiform 
cells with a basophil protoplasm arranged around 
the nucleus, presenting long extensions which give 
a peculiar and characteristic aspect, for which the 
term “fringed” is used, to the smear. Another ab- 
normal element is the cylindrocubic cell whose 
protoplasm is uniform, without a vacuole, and 
hyperbasophilic, with a central hyperchromatic 
nucleus. In 3 observations cylindrical cells were 
found, which had an ordinary nucieus, abundant 
basophil protoplasm, and a vacuole in the nucleus. 
In most cases, however, differentiated and even 
eosinophil epidermoid elements are found. Cells 
with a neoplastic character are most frequently 
found among these elements. 

Results of 24 examinations are given. These re- 
sults were all verified by study of surgically re- 
moved material. The authors’ diagnosis was correct 
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in 18 cases of nondeveloping mixed tumors, salivary 
cysts, and epidermoid epitheliomas. There were 4 
errors of minor importance. In 2 cases the diagnosis 
was mixed tumor when it should have been 
cystadenolymphoma, and in the other 2 the answer 
had been simple mixed tumor when the correct 
diagnosis should have been mixed tumor with 
epitheliomatous course. Several times punctures 
brought about a decision in cases in which it was 
a question of either paritod tumor or adenitis. The 
authors insist on collaboration between the clinician 
and the cytologist, the need of training in such 
examinations, and the value in doubtful cases of a 
preoperative extemporaneous biopsy. 


Function and Morphology of the Kidney in the 
Course of Thromboangiitis Obliterans. B. Fida, 
U. Ruberti and A. Tizianello. Minerva med. 50: 
1031-1041 (April 11) 1959 (In Italian) [Turin, Italy]. 


Functional and morphologic conditions of the 
kidneys were investigated in 56 patients with 
thromboangiitis obliterans. There were pathological 
changes in the kidneys of 39 patients (70%), but the 
arterial blood pressure level was within the normal 
limits. Azotemia values were normal in all but 2 
instances. Thirty-eight patients (68%) had normal 
constituents in the urine. Tests for kidney function 
revealed slight pathological states in patients with 
normal urine and more pronounced pathological 
states in patients with abnormal constituents in the 
urine. Pathognomonic vascular changes of throm- 
boangiitis obliterans or presence of metachromasia 
were observed in only a few instances. The intima 
of certain vessels was slightly thicker in 2 patients. 
The correlation between the severity of the heart 
condition and the decrease of the blood flow in the 
kidneys was revealed by electrocardiographic find- 
ings in 39 patients (70%). Tubular capacity of excre- 
tion was preserved in patients with normal urine, 
and it was reduced by 37.6% in patients with ab- 
normal constituents in the urine. Histological 
findings of biopsy specimens demonstrated that 
morphologic changes of the kidney had taken place 
in all the patients, being more pronounced in those 
with abnormal constituents in the urine than in those 
with normal urine. 

This investigation revealed that the kidney was 
becoming gradually, though mildly, involved in the 
course of thromboangiitis obliterans, even in the 
absence of abnormal constituents in the urine. A 
severer involvement was observed in 2 patients. 
The involvement of the kidney became more pro- 
nounced in this series when abnormal constituents 
appeared in the urine. 
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RADIOLOGY 


The Angiographic Study of Carotid Insufficiency 
and Cerebral Ischemia. M. M. Keirns and J. E. 
Whiteleather. Am. J. Roentgenol. 81:929-944 (June) 
1959 [Springfield, IIl.]. 


The authors obtained 1,535 cerebral angiograms 
from patients with cerebrovascular disease in the 
department of radiology of the Baptist Memorial 
Hospital in Memphis, Tenn., between 1951 and 
1958; the last 626 consecutive angiograms were 
obtained from 482 patients, in each of whom the 
cervical carotid artery, as well as the intracerebral 
vessels, was routinely visualized. Alterations of 
equipment, permitting visualization of the vessels 
of the neck on every cerebral angiogram, were 
initially made to provide for a better diagnosis of 
carotid occlusion. A study of the much broader 
problem of carotid stenosis was an outgrowth. 
Much information was obtained on carotid insuffi- 
ciency and cerebral ischemia, a condition which 
most commonly affects the brain and is the second 
most common cause of death. 

Stenosis of varying degree was seen in 119 of 
the 626 angiograms, i. e., 3 times more often than 
tumors, 5 times more often than aneurysms, and 15 
times more frequently than arteriovenous anomaly. 
Carotid insufficiency is often clinically indistin- 
guishable from tumor, intracerebral hemorrhage, 
cerebral embolus, or “idiopathic cerebral atrophy.” 
The process starts surprisingly early in middle life; 
it was observed coincidentally in patients as young 
as 31 years of age and undoubtedly often exists for 
years before the diagnosis is made. In the early or 
developing stage, carotid insufficiency produces a 
variety of minimal symptoms, such as headache, 
mental disturbances, transient paresthesias, or 
speech disturbances, which are usually ignored or 
casually dismissed. Yet, even at the present status 
of vascular surgery, some of these patients can be 
successfully treated and should be so treated before 
complete occlusion occurs. 

Surgical relief of the occlusive disease was at- 
tempted by endarterectomy on 32 carotid arteries 
in 28 patients, 11 of whom had complete occlusion 
of one side and 2 had complete bilateral occlusion, 
7 had severe stenosis (60% or more) of one side, 7 
had severe stenosis of one side and complete occlu- 
sion of the other side, and 1 had severe bilateral 
stenosis. Of the 28 patients operated on, 24 were 
men whose average age was 58 years, and 4 were 
women whose average age was 62 years. Of the 19 
carotid arteries with complete occlusions, patency 
was not restored in 9; patency was restored in the 
absence of clinical improvement in 6; and patency 
was restored with a good clinical result in 4. Of the 
13 carotid arteries with severe stenosis, patency was 
restored in 12, with good results in 5 and with 
excellent results in 7; patency was not restored in 
1. Early surgical treatment is possible only if the 
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disease process is suspected and the patient re- 
ferred for angiography early. This should be done 
on patients of all types and all ages, including those 
who have just suffered an acute cerebrovascular 
accident. This policy has proved safe. 

Clinical studies and especially angiography re- 
vealed 4 types of stenosing disease as follows: soli- 
tary constriction at the bifurcation of the common 
carotid artery; localized constriction in the carotid 
siphon or in the anterior or middle cerebral arteries; 
multiple small plaques in secondary and tertiary 
cerebral arterial branches; and uniformly narrow, 
sparse vessels throughout the brain without any 
definite identifiable plaques. Undoubtedly, stenosis 
leads to occlusion, and treatment of the stenosing 
plaque prevents the later occlusion. Correlation 
between carotid and cerebral vascular stenosis and 
atrophy was established. 


Restoration of the Sella Turcica After Treatment 
of Pituitary Adenomas. S. M. Unger and B. Roswit. 
Am. J. Roentgenol. 81:967-971 (June) 1959 [Spring- 
field, Ill.]. 


Recalcification of the eroded sella turcica, dorsum 
sellae, and posterior clinoid processes after irradia- 
tion and/or surgical treatment for pituitary tumors 
appears to be an unusual finding. Even more un- 
usual is a reduction in the size of the enlarged 
pituitary fossa. Roentgenographic evidence of sellar 
reconstruction was noted by the authors in 3 men, 
between the ages of 24 and 41 years, among 70 
patients treated for pituitary adenoma at the irradi- 
ation clinic of the Bronx Veterans Administration 
Hospital in New York. Two of these 3 patients had 
histologically proved chromophobe adenomas, and 
received surgical and irradiation therapy. In one of 
these 2, reduction in the anteroposterior dimensions 
as well as in the depth of the pituitary fossa, in 
addition to recalcification of the structures in the 
sella turcica, was revealed by the roentgenograms 
of the skull. A clinical diagnosis of eosinophilic 
adenoma was made in the 3rd patient who received 
irradiation therapy. A 4th patient, whose case had 
been reported previously aad in whom such roent- 
genographic changes were observed after therapy, 
had acromegaly for which he was treated with 
irradiation. 

A review of the literature showed that the highest 
incidence of restoration of the sella turcica yet 
reported was that of 8 among 29 patients treated 
for acromegalies. Other authors reported an inci- 
dence of 1 among 36 patients or 3 among 23 pa- 
tients with acromegalies. Bachman and Harris 
pointed out that in none of their 64 patients treated 
for pituitary adenomas have they seen an enlarged 
sella turcica decrease in size or demineralized 
clinoid processes show evidence of recalcification. 
It appears, therefore, that a report of the authors’ 
3 patients has been well indicated. 
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ANESTHESIA 


graphy and Air Embolism: Simu- 
lated Anesthetic Death. J. Jacoby, J. R. Jones, J. 
Ziegler and others. Anesthesiology 20:336-340 (May- 
June) 1959 [Philadelphia]. 


The authors report on 895 children and 301 adults 
to whom a general anesthetic was administered for 
pneumoencephalography performed at the Ohio 
State University Hospitals in Columbus between 
January, 1948, and January, 1958. Major complica- 
tions occurred in 7 patients, causing death in 6 in 
the course of the procedure. Five of these deaths 
were in children. The diagnosis of air embolism was 
made and confirmed at autopsy in 4 patients; one 
additional patient had the clinical signs of air 
embolism, but autopsy permission could not be 
obtained. One patient died of herniation of the 
brain stem. The 7th patient presented another in- 
stance of brain stem herniation, in which resuscita- 
tion was successful, but the patient later died as a 
result of his brain lesion. 

In each of the 7 patients the physiological 
changes resulting from air embolism or herniation 
of the brain stem occurred rapidly, and were mani- 
fested by abrupt embarrassment or cessation of 
respiration or circulation. The interpretation of 
these signs has been usually that an anesthetic 
complication, rather than a surgical, has occurred. 
This interpretation was not substantiated at autopsy 
in any of these patients. During pneumoencephal- 
ography the onset of respiratory and circulatory 
collapse should immediately bring to mind 2 diag- 
nostic possibilities: after lumbar puncture, but 
before the injection of air, the most likely diagnosis 
is herniation of the brain stem; after the injection 
of the air, the most likely diagnosis is air embolism. 
Immediate recognition and prompt treatment of 
these complications may prevent a fatal outcome. 
The surgeon or anesthesiologist should listen con- 
stantly to the heart of the patient during the pro- 
cedure. The beginning of a murmur is a signal to 
stop the injection of air. Autopsy and radiography 
are of value in establishing the correct diagnosis 
when air embolism or herniaticn of the medulla 
cause a simulated anesthetic death. 


Pn 


Clinical Trial of a New Analgesic: Dihydrone Pec- 
tinate. C. Frileux and P. Series. Presse méd. 67:729 
(April 11) 1959 (In French) [Paris]. 


A new analgesic drug, oxycodone pectinate 
(French preparation known as dihydrone pectinate), 
has been given a 4-month clinical trial in a total of 
84 patients. The drug was administered to 46 of 
these patients with fractures to alleviate pain, par- 
ticularly that occurring after orthopedic surgery. 
The initial and maintenance dose varied according 
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to the terrain (whether the patient was young and 
vigorous or old), and according to the intensity of 
pain. Generally, the dosage administered initially 
has not exceeded 1 ampul (24 mg.) of oxycodone 
pectinate given at one time, and the maintenance 
doses usually consisted of 12 mg. Patients who 
were expected to be particularly resistant were 
given an initial dose of 36 mg. Comparison with 
the effect of doses of morphine hydrochloride or 
pethidine usually used in similar circumstances 
showed that the degree of analgesia obtained by 
oxycodone pectinate was the same. Its effect started 
within 10 to 20 minutes after the injection and 
lasted for an average of 4 to 6 hours, which is 
markedly longer than the duration of the relief 
obtained with the other analgesics. Oxycodone pec- 
tinate offers 2 important advantages over the pre- 
viously used analgesics, because it makes it possible 
to administer the injection at longer intervals and to 
give smaller daily doses with minimal side-effects. 

The remaining 38 patients received intramuscular 
doses of 24 mg. of oxycodone pectinate combined 
with 0.25 or 0.50 mg. of atropine sulfate (with or 
without 0.05 Gm. of promethazine) for premedica- 
tion prior to general anesthesia before operation. 
There was no respiratory depression, no postopera- 
tive change in diuresis, and no disagreeable phe- 
nomena such as are usually seen after general 
anesthesia. The patients belonging to the older 
age group received 12 mg. of oxycodone pectinate 
combined with 0.25 mg. of atropine sulfate, and 
0.025 Gm. of promethazine. These patients re- 
mained somnolent longer and required fewer injec- 
tions of postoperative analgesics at a longer interval 
(6 to 8 hours) after premedication. It was not neces- 
sary to give oxygen therapy after the operations in 
these patients despite their marked respiratory 
depression. The postoperative diuresis was com- 
parable to that seen after premedication with 
morphine. The analgesic results obtained with 
oxycodone pectinate justify its use on a larger scale, 
particularly in older patients in whom it does not 
have the disadvantages of morphine. 


Experience With Pharmacologically Induced Car- 
diac Arrest in Hypothermia. A. Martelli, E. Belelli 
and L. Urso. Minerva chir. 14:163-166 (Feb. 15) 
1959 (In Italian) [Turin, Italy]. 


Studies on induced hypothermia during operation 
on the bloodless heart were conducted in 15 dogs. 
The procedure consisted in immersing the dog in 
an ice bath, opening the chest, clamping the venae 
cavae, inducing circulatory and cardiac arrest by 
drugs, making an incision and closing the right 
atrium by suture, and rewarming the animal to 
normal body temperature. A solution of potassium 
citrate was injected below the clamped sections of 
the venae cavae and of the aorta in 7 dogs. Irrevers- 
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ible ventricular fibrillation developed in all the 
dogs despite the cardiac massage and electric de- 
fibrillation. Intravenous injection of a dextrose 
solution according to the technique of Laborit, 
designed to prevent fibrillation from taking place 
when the clamps were removed, was of no avail. 
The heart turned flaccid and cyanotic in color. 
which state improved only momentarily and transi- 
torily during massage. 

A dose of 100 mg. of acetylcholine was adminis- 
tered to each of the remaining 8 dogs, followed by 
cardiac arrest which lasted up to 16 minutes. No 
instance of irreversible ventricular fibrillation de- 
veloped in this group. Clamps were first removed 
from the vena cava superior and after a few seconds 
from the vena cava inferior when steady pulsation 
was established. This procedure anticipated sudden 
dilatation of the heart, not as yet fully tonic. A 
dose of 0.6 mg. of atropine sulfate was injected 
into the aorta before the restored circulation. 
Arrhythmia developed in 2 dogs when the heart 
beat was resumed, and it was corrected by a short 
massage. Electrocardiograms revealed symptoms of 
myocardial ischemia in those instances where pro- 
longed asystole developed. The authors believe that 
acetylcholine is an efficacious drug for induced 
cardiac arrest and for prevention of the related 
ventricular fibrillation. 


PUBLIC HEALTH 


The Mortality from Arteriosclerotic and Hyperten- 
sive Heart Diseases in the United States: II. Possible 
Relation to Industry. L. H. Sigler. Am. J. Cardiol. 
3:605-610 (May) 1959 [New York]. 


The author made a statistical study of the con- 
centration of manufacturing establishments in the 
United States in relation to the mortality rates 
among patients who died of arteriosclerotic and 
hypertensive heart diseases in the United States. It 
was found that the mortality rates among patients 
who died of these diseases, as well as the concentra- 
tion of manufacturing establishments, vary greatly 
in the different states and regions of the country. 
With few exceptions, a definite parallelism between 
the death rates and the number of manufacturing 
establishments in the various states was noted. 
Those states that have the highest concentration of 
manufacture generally have the highest rates of 
mortality due to these diseases. There is also a 
definite geographical distribution of both the manu- 
facturing establishments and the rates of mortality 
due to these diseases, corresponding in location to 
the sequential expansion of settlements in the 
various parts of the country since colonial days. In 
general, those areas which were first settled and in 
which industry was first established have the high- 
est concentration of manufacture and mortality 
rates. 
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One must assume that there are probably a mul- 
tiplicity of factors, induced by an altered mode of 
living associated with modern industrial life, which 
predispose to earlier chronic degenerative cardio- 
vascular diseases and death. Some of the factors 
may be the smog-filled, poisonous air in the indus- 
trial regions, with its gradual and continuous ab- 
sorption into the circulation; confined, indoor life; 
insufficient fresh-air and open-air recreation; pent- 
up emotions, associated with monotony of automatic 
activity in this machine age; rapid speed of work 
and travel in this restless age; and extreme tensions 
under which men live. Confining the physician's 
attention only to the study of fat metabolism and 
dietary habits as the causes of arteriosclerotic and 
hypertensive heart diseases is taking too narrow a 
view in the investigation of the underlying causa- 
tion. The study of the causation of these diseases 
should be broader in scope than heretofore and 
should include the factors listed above. 


Investigation of the Source and Mode of Tubercu- 
lous Infection in Infancy. E. Bellisari and R. Gad- 
dini de Benedetti. Arch. ital. pediat. e puericolt. 
19:369-390 (no. 5) 1958 (In Italian) [Bologna, Italy]. 
The authors made a statistical investigation, 
mainly for the analysis of social factors which were 
related to tuberculous disease, among 224 hospital- 
ized infants and children. The object was to con- 
tribute to a possible future public health program 
for the prevention of the disease. Approximately 
two-thirds of the patients were males. One hun- 
dred two children (45.6%) were below the age of 2 
vears, 79 (35.2%) were between the ages of 2 and 
6, and 43 (19.2%) were above the age of 6. Varieties 
of the postprimary phase of the disease character- 
ized by blood dissemination were present in 135 
patients (60.7%), pulmonary Vv varieties 
in 59 (26.4%), and primary varieties in 20 (8.9%), 
all the patients being under the age of 6 years. 
Body weight was normal in about 200 (91%) of 
the tuberculous patients. Of 218 infants (97.7%) 
born at term, 1953 (86%) were fed at breast for a 
period of over 3 months. Parents were the source 
of infection in 139 instances (62.5%), the mother 
being the source in 106 (48.8%). There was no 
significant difference in incidence of the disease 
as related to the order in which the infants were 
born or whether the families they came from were 
large or small, but the incidence was higher if the 
patient was the only child in a family. Since the 
father’s occupation was known for the majority of 
the patients, it was manual laborer in 109 instances 
(66%), white collar worker in 43 (26%), and member 
of the professions in 5 (3.4%). The mortality rate 
among the patients below the age of 2 years was 
17 (16.7%), and among those between the ages of 
2 and 6 it was 4 (35.2%). All the patients died of 
tuberculous meningitis, except one whose death 
was from postprimary pulmonary tuberculosis. 
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| BOOK REVIEWS 


An Atlas of Normal Radiographic Anatomy. By Isadore 
Meschan, M.A., M.D., Professor and Director, Department 
of Radiology, Bowman Gray School of Medicine of Wake 
Forest College, Winston-Salem, North Carolina. With as- 
sistance of R. M. F. Farrer-Meschan, M.B., B.S., M.D., Re- 
search Associate, Department of Radiology, Bowman Gray 
School of Medicine of Wake Forest College. Second edition. 
Cloth. $16. Pp. 759, with 1446 illustrations. W. B. Saunders 
Company, 218 W. Washington Sq., Philadelphia 5; 7 Grape 
St., Shaftesbury Ave., London, W. C. 2, England, 1959. 


It is difficult to review a book which provides no 
point for adverse criticism. The first edition of this 
book seemed of such excellence that one would 
have expected further printings rather than a new 
edition; moreover, it would have seemed that a 
second edition could add little to the completeness 
of the first. This is, however, far from true. The 
author has managed to polish and expand what was 
to begin with a near perfect creation. Specifically, 
an excellent chapter on radiation protection has 
been added. The sections dealing with bone growth 
and development, the central nervous system, the 
cardiovascular system, and the alimentary tract and 
biliary passages have been revised and enlarged. 
All of the illustrations are of high quality and beau- 
tifully reproduced. The line drawings are particu- 
larly notable for their clarity and concise labeling. 
A prominent anatomist recently stated that he 
thought it was probably unreasonable to expect 
doctors or even senior medical students to remem- 
ber any anatomy. The author, in producing this 
book, has entered a powerful wedge into this wall 
of ignorance. His interesting presentation of per- 
tinent and clinically applicable anatomic informa- 
tion should have a powerful influence on changing 
this situation. This book can be recommended with- 
out reservation to medical students, residents in all 
specialties but especially radiology, and to practi- 
tioners of practically every discipline in clinical 
medicine who make ever increasing use of diag- 
nostic radiology. 


Inborn Errors of Metabolism. By David Yi-Yung Hsia, 
M.D., Associate Professor of Pediatrics, Northwestern Uni- 
versity Medical School, Chicago. Cloth. $9.50. Pp. 358, with 
127 illustrations. Year Book Publishers, Inc., 200 E. Illinois 
St., Chicago 11, 1959. 


It is 51 years since Sir Archibald Garrod coined 
the term “inborn errors of metabolism.” In 1908 
Sir Archibald was able to describe four inherited 
metabolic disorders: cystinuria, alkaptonuria, albi- 
nism, and pentosuria. Perhaps some measure of the 
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advances that have been made in understanding 
the genetics and biochemistry of metabolic dis- 
orders is afforded by noting that the author is able 
to discuss 84 diseases under the same title in this 
monograph. 

Progress in this area has reached the point where 
it has become difficult to define the borders of this 
field. Studies of chromosome structure and of the 
chemical composition of the genic material have led 
to the concept that all inherited characteristics must 
have a biochemical basis. Each gene probably 
represents a specific molecular configuration and 
must produce its effect, whether normal or abnor- 
mal, by initiating a chain of chemical reactions 
within the cell nucleus. In this broad view, any 
disease in which genetic factors are -concerned 
could justifiably be classed as an inborn error of 
metabolism. The author has chosen to limit his 
discussion to a group of diseases in which at least 
a part of the chain of biochemical events leading 
to abnormality has been studied. The choice of con- 
ditions to be included in this category must of 
necessity be somewhat arbitrary. The author points 
up the unfinished nature of this story in a brief 
chapter entitled The Future of Biochemical 
Genetics. Here he gives a list of 67 additional dis- 
eases for which a genetic basis is well established, 
but the biochemical evidence is insufficient for in- 
cluding them in the group of metabolic errors. A 
second list is also given of 35 biochemical disturb- 
ances in which he considers the genetic evidence 
to be incomplete. It is entirely probable that both 
geneticists and biochemists will find that they may 
wish to argue with some details of this classification. 
Such argument would merely underscore the au- 
thor’s observation that this is a rapidly expanding 
field of knowledge in which rapid progress can be 
expected and which now offers a wealth of oppor- 
tunity for multidisciplinary research. 

The division of the 84 disease processes dis- 
cussed into chapters is somewhat arbitrary. For 
each condition a summary is given of the clinical 
features, the mechanism of inheritance, the patho- 
genesis from the biochemical viewpoint and, usual- 
ly, a brief statement on diagnosis and treatment. A 
few references are given at the end of each section 
and these are usually well chosen and include a 
number of summary papers that provide additional 
bibliographic material. Some readers may wish for 
more extensive documentation. The appendix repre- 
sents a useful innovation. An extensive listing is 
given of laboratory procedures that have been used 
for diagnosis of the specific conditions discussed. 
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For each test, a reference is given to a basic paper 
describing the use of the procedure in detail. The 
appendix gives in summary form the method to be 
followed, specifying reagents and similar details, 
and also indicates which of these procedures has 
proved to be satisfactory in the author’s laboratory. 

The author has done an excellent job of sum- 
marizing the present state of knowledge in a field 
that is rapidly expanding and changing. A critical 
reading will reveal a few statements that are open 
to question, and in a few instances both sides of 
controversial questions may not be adequately pre- 
sented. Such minor defects should not be allowed 
to detract from the obvious merit of a book that 
should prove useful to both clinicians and research 
investigators. 


Coronary Heart Disease. By John William Gofman, M.D., 
Ph.D., Professor of Medical Physics, Donner Laboratory, 
Division of Medical Physics, Department of Physics, Uni- 
versity of California, Berkeley. Cloth. $8. Pp. 353. Charles 
C Thomas, Publisher, 301-327 E. Lawrence Ave., Spring- 
field, Ill.; Blackwell Scientific Publications, Ltd., 24-25 
Broad St., Oxford, England; Ryerson Press, 299 Queen St., 
W., Toronto 2B, Canada, 1959. 


This book is intended for the practicing physician 
and as such it must be considered a propagandistic, 
doctrinaire, and sophistic document. The author 
sets out to test those clinical measures which, in his 
view, have statistically supported significance in 
indicating future overt coronary heart disease with- 
out regard to the mechanisms involved. He _ pro- 
poses to use two: the diastolic blood pressure and 
the atherogenic index. The latter was set up by the 
author and his associates from the distribution of 
classes of lipoproteins separated by the use of the 
ultracentrifuge. He argues that these two indexes, 
when combined, predict the risk (which he care- 
fully defines) of the future occurrence of clinical 
coronary heart disease. When these indexes are 
added year by year, their cumulative value is even 
better as a warning of risk than that of any 
single reading. He states that family background, 
age, sex, weight, diet, cigarette smoking, diabetes 
mellitus, and thyroid disease do not operate as such 
but determine risk primarily through their influence 
on the atherogenic index and the diastolic blood 
pressure. Occupation, stress, and physical exercise, 
according to the author, also operate through these 
two indexes, although physical activity appears to 
play an additional role. 

His argument that the atherogenic index is better 
than the serum cholesterol level for practical pur- 
poses is not widely accepted and can be said to be 
almost uniquely identified with the author. This 
does not mean that the study of the various classes 
of lipoproteins is not a valuable research tool which 
has greatly advanced our knowledge. The work of 
many, including that of the author, has clearly 
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proved otherwise. However, it does not follow that 
this makes it a better index than the blood choles- 
terol level, which is much simpler to determine. 

It is also not generally believed that high carbo- 
hydrate diets are, under certain circumstances, 
highly atherogenic—a view propounded by the au- 
thor. Except for the foregoing objections, the book 
conforms to generally accepted views on coronary 
heart disease. Because of these exceptions and be- 
cause of bias subtly woven into the content, this 
volume cannot be recommended for the practitioner 
who has little knowledge of the recent advances in 
the field of atherosclerosis. However, it is recom- 
mended for the knowledgeable physician and for 
the student and investigator of atherosclerosis, since 
it gives an excellent summary of the work and 
views of the author. Some effort will be involved 
in reading the book because of the argumentative 
style and the extraordinary length of many para- 
graphs. 


Diseases of the Nose, Throat, and Ear. Edited by Chevalier 
Jackson, M.D., Sc.D., LL.D., and Chevalier L. Jackson, M.D., 
M.Sc. F.A.C.S., Professor of Laryngology and Broncho-Eso- 
phagology, Temple University Medical Center, Philadelphia. 
With collaboration of sixty-one outstanding authorities. Sec- 
ond edition. Cloth. $20. Pp. 886, with 1193 illustrations. 
W. B. Saunders Company, 218 W. Washington Sq., Phila- 
delphia 5; 7 Grape St., Shaftesbury Ave., London, W. C. 2, 
England, 1959. 


This textbook first appeared in 1945. It was 
intended to be “in a form most practical for those 
interested in these specialties, be they students, 
teachers, specialists or general practitioners.” It 
was an impressive achievement, and the current 
editors were assisted by a large and able group of 
authorities. The late Dr. Chevalier Jackson is rep- 
resented here by over 30 discussions in a field 
largely helped to make, i. e., that of bronchology 
and esophagology. Those unacquainted with the 
history of these two areas can easily overlook the 
magnitude of his contribution. A large part of it is 
accepted by many as part of the body of general 
knowledge, without any thought of its originator. 
Dr. Jackson, almost singlehandedly, developed this 
art at a time when the general level of training and 
excellence in this specialty was not high in Amer- 
ica. He brought it to its present state and to world- 
wide recognition. 

It is gratifying to note that many of the original 
contributors are still present. Some are absent, 
presumably due to retirement or death, and so of 
necessity new faces have appeared. Some of these 
present new topics, such as the operation of stapes 
mobilization for the treatment of hearing loss due 
to otosclerosis. Textbooks of this type often suffer 
from the handicap of insufficient space. This has, 
in this new edition, been largely overcome by 
careful editing, so that it is only slightly larger 
than its predecessor, even though it includes con- 
sideration of all the advances of the past 15 years. 
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Among the truly notable discussions presented 
here are those on corrective plastic surgery of the 
nose and on functional alterations from sensory- 
neural lesions in the hearing apparatus. This text- 
book deserves the highest recommendation and 
should be on the shelf of each person interested in 
the field which it so adequately covers. 


Survey of Clinical Pediatrics. By Lawrence B. Slobody, 
M.D., Professor of Pediatrics, New York Medical College, 
New York City. Third edition. Cloth. $11. Pp. 556, with 
illustrations. Blakiston Division, McGraw-Hill Book Com- 
pany, Inc., 330 W. 42nd St., New York 36; 95 Farringdon 
St., London, E. C. 4, England; 253 Spadina Rd., Toronto 4, 
Canada, 1959. 


In his preface the author states: “This survey of 
clinical pediatrics is not intended to replace the 
excellent large textbooks that are now available. It 
is rather designed to help the student and practi- 
tioner focus on the high lights and relationships of 
pediatrics.” Study of the book shows that the author 
has done this job well in that he has taken the 
material of the usual textbook and boiled it down 
to about 20% of its original length. The volume 
covers the entire field of pediatrics. The presenta- 
tions and discussions are brief, most of them in 
outline form. There are 34 tables dealing with such 
subjects as poisons, electrolyte solutions, formulas, 
exanthems, anemias, and hemorrhagic disorders. An 
effort has been made to present recent advances 
and, where there is controversy, the author has 
attempted to give the majority opinion. In some 
instances there may be some disagreement with the 
conclusions of the writer, but this is to be expected 
where some argument needs to be sacrificed to 
conserve space. 

At the end of each chapter a group of review 
questions are presented. These are of an objective 
type. To answer them requires specific knowledge 
of the contents of the chapter as well as general 
information in pediatrics. A study of these questions 
is good mental exercise for anyone dealing with 
children and should be of particular value to per- 
sons preparing for an examination. Well-organized 
and well-written, this book should be of much help 
to the practicing physician, the intern, and the 
medical student who wants a survey rather than a 
detailed discussion of pediatric problems. 


Hypertensive Disease: Diagnosis and Treatment. By 
Sibley W. Hoobler, M.D., Associate Professor of Internal 
Medicine, University of Michigan Medical School, Ann 
Arbor. Cloth. $7.50. Pp. 353. Paul B. Hoeber, Inc. (medical 
book department of Harper & Brothers), 49 E. 33rd St., 
New York 16, 1959. 

This book was written to aid physicians in their 
treatment of hypertensive disease. The material is 
described under the headings secondary hyperten- 
sion susceptible to cure and not susceptible to cure, 
primary hypertension, principles underlying treat- 
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ment, and specific treatments; 12 appendixes are 
added. The success or failure of this volume will 
depend on whether it proves useful to the busy 
practitioner, since no attempt has been made to 
evaluate critically or document the evidence on 
which recommendations for treatment are made. 
The result is a highly personal book. 

In general the writing is clear, if prolix, and the 
suggestions for treatment are for the most part 
adequate. The references are capriciously used and 
might better have been omitted. For example, the 
heading of appendix 7 refers to the use of chloro- 


_thiazide and ganglion-blocking agents in boldface 


type; just why is far from clear. Appendix 10 seri- 
ously recommends dihydrogenated ergot alkaloids 
a@“therapeutic agents worthy of two pages, while 
the same amount of space in another appendix 
covers chlorothiazide, reserpine, hydralazine, and 
ganglion-blocking agents. Why? 

There is a need for books treating the subject of 
hypertensive diseases for the use of practitioners, 
but such books are difficult to write because they 
must be short, crystal clear, and exhibit the most 
mature judgment in the presentation of the perti- 
nent aspects of the subject. Unfortunately this book 
does not live up to these requirements. The book 
is well made and the price reasonable. 


Roxburgh’s Common Skin Diseases. Revised by Peter 
Borrie, M.A., M.D., M.R.C.P., Physician for Diseases of 
Skin, St. Bartholomew’s Hospital, London. Eleventh edition. 
Cloth. £1.17. 6d. Pp. 495, with 224 illustrations. H. K. 
Lewis & Co., Ltd., P. O. Box 66, 136 Gower St., London, 
W. C. 1, England, 1959. 


The popularity of this compact volume is attested 
to by the fact that it is now in its 11th edition. 
Written as a practical book for general practitioners 
and students, it discusses primarily the common 
skin diseases from the standpoint of differential 
diagnosis and forms of treatment available to the 
general practitioner. The indications for more spe- 
cialized treatments are listed and the results to be 
expected are outlined. The descriptions of the dis- 
eases are concise and readable, and there are useful 
sections on therapy which have been kept up to 
date. While the book is written by British derma- 
tologists the American reader should have no diffi- 
culty with the pharmacological terminology, since 
only an occasional British trade name is used. Each 
section is illustrated with black and white clinical 
photographs of excellent clarity and detail. The text 
includes a brief index of differential diagnosis based 
on the morphology of the presenting lesions, which 
should be helpful to the student unfamiliar with 
dermatological nomenclature. 

In this revision new paragraphs have been added 
on drug eruptions, nickel dermatitis, Kaposi's vari- 
celliform eruption, Trichophyton rubrum infections, 
and skin planing. Major alterations have been made 
in the sections dealing with the general use of 


| 
195: 


Vol. 171, No. 4 


drugs, including steroid hormones, and in the sec- 
tions on lupus erythematosus, impetigo, varicose 
veins, rosacea, fungous infections, tuberculosis of 
the skin, and dermatitis herpetiformis. The chapter 
on syphilis has been rewritten and _ reillustrated. 
Other illustrations have also been added. This edi- 
tion should receive the same enthusiastic reception 
as its predecessors. 


Les Cataractes congénitales: Rapport présenté a la So- 
ciété francaise d’ophtalmologie, le 12 mai 1959. Par Jules 
Francois, professeur de clinique ophtalmologique a l'Univer- 
sité de Gand. Paper. 11,000 francs. Pp. 853 with 506 illus- 
trations. Masson & Cie, 120, boulevard Saint-Germain, 
Paris 6e, France, 1959. 


This monograph is the most recent in the annual 
series of reports presented to the French Ophthal- 
mological Society. It continues the high standard of 
excellence established by its predecessors and is a 
monumental work covering all facets of congenital 
cataract from the embryology of the normal lens 
to the postoperative care of the surgically treated 
patient. In addition to a detailed description of the 
various types of congenital cataract, several chap- 
ters are devoted to general systemic diseases that 
are associated with it. One chapter deals with ill- 
nesses of pregnancy that have been reported to 
result in cataract formation in the embryo. The 
section on surgical treatment of congenital cataract 
is of particular value. One may differ with the 
author when he states that patients with vision 
of better than 0.3 (20/70) should not undergo 
operation since “vision of 0.4 (20/50) with accom- 
modation is better than 0.9 (20/25) without accom- 
modation,” but one cannot argue with his plea 
for conservation in general. Unfortunately, in in- 
fants it is impossible to gauge accurately the visual 
acuity, and here clinical judgment is essential. The 
author believes that operation should be performed 
early in patients with complete cataracts to prevent 
the development of amblyopia. He states that the 
optimal age is between six months and two years. 
The various procedures available are well illustrated 
and evaluated. For the French speaking ophthal- 
mologist this book should be of great value. It is 
hoped that an English translation will be forth- 
coming soon. 


Medical Museum Technology. By J. J. Edwards, Chief 
Technologist, London Hospital Medical College Museum, 
London, M. J. Edwards. Cloth. $3.40; 21 shillings. Pp. 172, 
with illustrations. Oxford University Press, Amen House, 
Warwick Sq., London, E. C. 4, England; 417 Fifth Ave., 
New York 16; Amen House, 480 University Ave., Toronto 
2, Canada, 1959. 


The term “medical museum technology” is de- 
fined by the authors to comprise the preservation 
of all forms of tissue for teaching purposes or 
research. The first part of the book is historical, 
dealing with early methods of preparation and 
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preservation of tissues. The collections of Alexan- 
der Monro, John Hunter, Thomas Pole, and F. J. 
Knox are described. Many of the early medical 
museums dealt with natural history, medicine 
sometimes being incidental. With the discovery of 
formalin preservation, new impetus was given to 
the preservation of tissue. The last part of the book 
is devoted to detailed methods used by the authors 
for the preservation of specimens, including liquid 
mounting, color injection, the use of plastics, macer- 
ation and articulation of bones, the preparation of 
casts, and the making of transparencies. A final 
chapter deals with the organization of a modern 
medical museum for teaching purposes. This book 
should be of interest to medical historians (there 
are 213 references) as well as to pathologists and 
others working with the preservation of tissues. 


Clinical Dermatology for Students and Practitioners. By 
Harry M. Robinson, Jr., B.S., M.D., Professor of Derma- 
tology and Head of Division of Dermatology, University of 
Maryland School of Medicine, Baltimore, and Raymond 
C. V. Robinson, B.S., M.D., M.Sc., Associate Professor of 
Dermatology, University of Maryland School of Medicine. 
Cloth. $8.50. Pp. 242, with 117 illustrations. Williams & 
Wilkins Company, 428 E. Preston St., Baltimore 2, 1959. 


Years of teaching experience are reflected in this 
book designed for students and practitioners. The 
objective is achieved with a format similar to 
an expanded outline and with a noncontroversial 
approach to diagnosis of disease and treatment. 
Excellent illustrations and charts are distributed 
liberally throughout the text. Instructions and in- 
formation are stated clearly and concisely. There 
are no references, but it is clearly implied that the 
book is intended to complement a larger text. The 
beginning consists of general background knowl- 
edge: anatomy, physiology, allergy, mycology, 
therapy, and related subjects. Most of the book is 
devoted to specific diseases discussed under re- 
gional involvement, morphologic groups, and those 
involving cutaneous appendages. All the informa- 
tion is readable and presented at the medical stu- 
dent’s level in orderly, informative, brief, yet 
interesting fashion. The material is current. 


Freedom from Fear. By Lester L. Coleman, M.D. [Sec- 
ond edition.] Cloth. $4.95. Pp. 293. Hawthorn Books, Inc., 
70 Fifth Ave., New York 11; McLelland & Stewart, Ltd., 25 
Hollinger Rd., Toronto 16, Canada, 1959. 


The revised and expanded edition of this book 
continues the favorable climate of knowledgeable- 
ness that characterized the first book at the time 
of its publication. Since no single person is ever 
completely free from fear, this book serves a useful 
function in explaining, interpreting, and perhaps 
abolishing some of the common insecurities that 
trouble men and women in what has been called 
the age of atomic anxiety. As a readable work, it 
is highly recommended. 


59 
171 


202/494 


J.A.M.A., Sept. 26, 1959 


QUESTIONS AND ANSWERS 


ESTIMATING PENICILLIN DOSAGE 
To THE Eprror:—What method is recommended for 
estimating the dosage of penicillin? Is the weight 
considered primarily? Is age important? 
Roy Lynde, M.D., Ellendale, N. D. 


ANnsweEr.—The type of infection being treated, the 
kind of preparation, and the interval between in- 
jections are apt to be more important than the 
weight or size of the patient in determining peni- 
cillin dosage. This is particularly true since with 
most penicillin-susceptible infections we are apt 
to use overdosage because the drug is inexpensive 
and reactions are due to allergy rather than toxic- 
ity. Size of adults within wide limits is usually not 
considered, unless the adult is very large and the 
presence of a relatively resistant organism makes 
the attainment of unusually high blood levels im- 
portant. Size is considered in children, particularly 
smaller children. The American Academy of Pedi- 
atrics recommends for intramuscular dosage of pro- 
caine penicillin G 10,000 units per pound of body 
weight, or 100,000 to 300,000 units per day, and for 
benzathine penicillin G 600,000 or 1,200,000 units 
in a single injection. 


EMERGENCY THORACOTOMY AND 

CARDIAC MASSAGE 

To THE Eprror:—What are the indications for emer- 
gency thoracotomy and cardiac massage? The 
question arises because of two incidents reported 
in newspapers. In each, citizens of some promi- 
nence collapsed at public gatherings. Doctors 
were called, and in each case the presumptive 
diagnosis was coronary occlusion. Jackknife tho- 
racotomies were performed, but despite cardiac 
massage both patients died. In your opinion, is 
such a gesture ever worthwhile outside a hos- 
pital? For example, if I as a radiologist encoun- 
tered cardiac arrest in a patient while performing 
an excretory urogram in my office, could I be 
charged with negligence if I failed to open the 
patient's chest and massage his heart? 

John L. McClenahan, M.D., Philadelphia. 


ANSWER.—It seems reasonable to state that emer- 
gency surgery for cardiac arrest should be per- 
formed only where operative facilities are avail- 
able. These may be provided by a hospital, an 
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emergency room, the surgeon’s office, or a well-set- 
up aid station. It is unlikely that suitable facilities 
will be found on the golf course, at the roadside, 
in a banquet hall, or in public buildings. The pres- 
ent use of emergency penknife thoracotomies is an 
inevitable aftermath of lay publicity that has at- 
tended well-founded operations for cardiac emer- 
gencies. Not too many years ago, emergency tra- 
cheotomy was in vogue and occasionally was carried 
out by an aggressive bystander with somewhat 
questionable indications. This procedure is per- 
formed rarely now except in the hospitai. 

Treatment of unexpected cardiac arrest requires 
more than thoracotomy and cardiac massage. Prop- 
er oxygenation of the helpless patient must be 
provided, as well as other supportive measures, or 
the spectacular slash and the dramatic assault upon 
the flaccid myocardium accomplishes little. Al- 
though the number of emergency thoracotomies 
performed under such exotic circumstances has not 
been recorded, it is safe to assume that over-all re- 
sults are not impressive. With sober reflection, it 
appears that the hysterical application of a sound 
principle in resuscitation may do more harm than 
good. It is agreed that every physician should 
understand the general principles of cardiac resus- 
citation and that the responsible physician in 
charge of any type of emergency situation must 
exercise his own best judgment. He alone must 
assess the emergency situation, and, if cardiac ar- 
rest has occurred, decision to operate must be 
based on facilities at hand and the chance for suc- 
cess. The diagnosis of sudden death is not in itself 
an indication for emergency thoracotomy. 


A consultant’s opinion on legal implications in 
this type of situation is as follows: 


ANSWER.—The law requires that a physician who 
undertakes to treat a patient must possess a skill, 
and exercise the care commonly possessed and ex- 
ercised by other reputable physicians in the local- 
ity. If he holds himself out as a specialist, he must 
meet the standards of a specialist in the designated 
field of practice. His duty is not changed even if his 
professional services are rendered gratuitously. It 
follows that no malpractice charge is justifiable 
unless the physician’s service to the patient does 
not meet the requirements of good medical prac- 
tice; unless, in diagnosis and treatment services, 
the physician fails to do something he should do, or 
does something he should not do in terms of ac- 
cepted standards of practice. 
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There is frequently a wide honest difference of 
opinion, and the attending physician must exercise 
his best judgment in deciding what to do in a 
given situation. A physician is justified if his con- 
duct in a given situation would be approved by 
even a respectable minority of his fellow practi- 
tioners in the same locality. He may make a mis- 
take, or be guilty of an error of judgment; he may 
obtain a bad result instead of a satisfactory one; 
but none of these is sufficient to fasten on him the 
charge of malpractice. 

Generally, a physician has no legal obligation 
to treat a stranger whom he has not accepted as a 
patient. If an emergency occurs at a public gather- 
ing, the physician has no legal obligation to treat 
the victim. However, in this consultant’s opinion, 
there is an ethical and moral obligation on the 
physician to render emergency treatment where 
the life of the victim is at stake. Once the physi- 
cian undertakes to render emergency treatment, 
he may be held liable for possible malpractice. 

If a radiologist should encounter cardiac arrest 
in a patient while performing an excretory uro- 
gram in his office, he should recognize that a 
physician-patient relationship exists. He cannot 
choose to ignore the patient merely because the 
emergency treatment is in a field other than his 
specialty. The radiologist should act in the same 
manner and conform to the same standards which 
are expected of reputable physicians in the com- 
munity. This means that he need not open the 
patient’s chest and massage the heart if standard 
medical practice in the community does not in- 
clude emergency treatment of this type in a physi- 
cian’s office. Some physicians are excessively aware 
of their legal obligation to the patient and may 
misconstrue this. Fundamentally, the physician’s 
legal obligation is to practice good medicine. If he 
does this, he usually will find that his moral and 
legal obligations are fulfilled. 


RECURRENT ORAL ULCERS 

To THE Eprror:—A 23-year-old female, who has 
one child, has a negative history except that she 
has had recurrent ulcers of the mouth since she 
was a child. If there are several present, she may 
have slight fever. Her grandmother, mother, and 
two sisters have all had oral ulcers intermittently 
throughout their lives. None of the male mem- 
bers of the family has had such a lesion. The 
patient is in excellent health otherwise. The ul- 
cers are shallow, tender, and painful. They meas- 
ure from 1 or 2 mm, to 1 or 2 cm. in their great- 
est diameter. Please discuss diagnosis and therapy. 

Dale C. Hager, M.D., Beaumont, Texas. 


ANSWER.—Diagnosis of recurrent aphthosis is 
based primarily on the appearance of the clinical 
lesions and the course of the disease. Exclusion of 
other ulcerative diseases of the mouth is important 
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in substantiating the clinical impression. The cause 
of recurrent aphthous stomatitis is not known. A 
viral etiology has been postulated. This, however, 
has not been substantiated by investigative work- 
ers. Sensitivity to certain foods and drugs, as well as 
emotional stress, has been noted to precipitate 
these attacks. Chocolate, nuts, and _ barbiturates 
may produce the reaction, which is often called 
erythema multiforme when produced by a drug. 

Other conditions which produce ulcerations of the 
mouth, such as syphilis, moniliasis, ulceromem- 
branous stomatitis (Vincent's disease), and so- 
called electrogalvanic ulcers, must be considered 
in the diagnosis. These conditions ordinarily do not 
produce recurrent problems, however. When the ul- 
cerative condition of the mouth is associated with 
ulcerations of the genital area and involvement of 
the eye, it is termed Behcet's triple-symptom com- 
plex. Severe aphthosis has been called periadenitis 
necrotica mucosa recurrens by Sutton. 

Important in the care and treatment of recur- 
rent aphthosis is maintenance of proper nutrition. 
Pain-relieving solutions can be used in the mouth 
prior to meals and a soft diet followed. A tripelen- 
namine solution held in the mouth for 15 minutes 
before eating should suffice. Pyridoxine ointment 
and chlortetracycline mouthwash have been advo- 
cated as topical therapy. Due to the postulated 
viral etiology, repeated smallpox vaccinations, 
poliomyelitis vaccinations, and administration of 
gamma globulin have been advocated for preven- 
tion of further attacks. However, therapy in most 
cases is discouraging. 


SCHOOL TUBERCULIN TESTING 


To THE Eprror:—In our tuberculin-testing program 
we have limited the testing of children to the 
junior class of high school. They have been tested 
both by the purified-protein-derivative routine 
and also by mass x-rays on the small film. We 
would like to resolve the controversy that has 
arisen in our school system as to the relative 
merits of the above procedures. Does one have 
any advantage over the other? 


Raymond T. Houle, M.D., East Hartford, Conn. 


ANswer.—At the present time it is the recom- 
mendation of leaders in the field of tuberculosis 
control that the tuberculin status of a child be 
known on his entrance into kindergarten or first 
grade and every four years thereafter. X-ray studies 
are limited to those having a positive tuberculin 
test. It is common practice at the present time not 
to x-ray high school students routinely, because of 
the low productivity of cases. In many areas of the 
country, it is recommended that a small screening 
chest x-ray be made once during the high school 
period to discover possible congenital abnormalities 
or any other defects which might not be found on 
physical examination but should be a part of a 
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complete health record. The testing program de- 
scribed may be incomplete if it does not allow for 
testing of new admissions to the schools each year. 
For tuberculin testing, use of a single intradermal 
dose of intermediate strength containing 0.0001 mg. 
of purified protein derivative (5 tuberculin units) or 
0.1 mg. of old tuberculin is recommended for case- 
finding programs unless there is a history of tuber- 
culosis in the family, in which case a weaker solu- 
tion would be used in the original test. Once the 
school record reveals a postitive tuberculin test, the 
test is not repeated. Since the incidence of active 
tuberculosis in the average high-school-age popu- 
lation is exceedingly low in most areas of the coun- 
try, the tuberculin test procedure is fairly well 
agreed on by school physicians as the method of 
choice in tuberculosis case-finding programs. 


STATUS OF ELECTROMYOGRAPHY 


To THE Eprror:—I should like to inquire as to the 
status of electromyography in the diagnosis of 
peripheral and central nerve lesions. I am partic- 
ularly interested in its effectiveness in differenti- 
ating disease of the nerve itself from external 
pressure such as tumors or disk abnormalities. I 
should appreciate information as to references 
on evaluation of electromyography. 


M.D., Washington. 


AnswerR.—The recording of spontaneous or in- 
duced electrical activity or action potentials by 
means of electromyography does permit differen- 
tiation of central and peripheral nerve lesions in 
many instances. Neurogenic lesions that irritate or 
produce denervation of motor units are distin- 
guished by the presence of fibrillation and fas- 
ciculation potentials, as well as by variations in 
amplitude, duration, distribution, and complexity 
(i. e., polyphasic forms ) of the potentials. Localized 
lesions such as a tumor or a ruptured disk would 
produce segmental electromyographic abnormalities 
in the motor distribution of the involved roots. 
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BLOOD-TINGED SEMEN 


To THE Eprror:—A man, aged 50, about a year and 
a half ago noticed blood-tinged semen in the 
condom after intercourse. He has had recurrence 
since then; recently there was considerable blood. 
Urologic examination a year ago, including cys- 
toscopy, was normal. What may cause such 
bleeding? Is specific treatment indicated? 


Jerome Kogan, M.D., Stamford, N. Y. 


ANsweER.—Blood in the semen (hemospermia or 
hematospermia) is due almost exclusively to in- 
flammation of the mucosa of the seminal vesicles; 
i. e., chronic or subacute seminal vesiculitis. It may 
be associated with neoplasm of the seminal vesicles, 
but such neoplasms‘are extremely rare. The condi- 
tion is particularly prone to recur. As a rule, it is 
of no consequence. Seminal vesiculitis is most com- 
monly caused by a low-grade hematogenous or 
blood-borne infection. Except in the case of ob- 
struction of the seminal ducts, it rarely causes clin- 
ical symptoms. One can make the diagnosis by a 
careful rectal examination. The seminal vesicles are 
not indurated, but strippings in between times usu- 
ally show some old oxidized blood with a consid- 
erable mixture with various types of sperm. One 
finds this in persons who have no evidence of focal 
infection. It is important to have definite proof that 
seminal vesiculitis is the cause of hemospermia. A 
satisfactory method is to have the patient come to 
the office with a full bladder. The prostate and 
seminal vesicles are stripped completely but gently 
rectally. Then a midstream specimen of urine is 
sent for laboratory culture and analysis. About 50% 
of these patients will show no growth from these 
specimens. The other 50% will show, as a rule, 
hemolytic or nonhemolytic coccic infection. 


STERILIZATION STANDARDS 


To THE Epitor:—The National Presto Industries, of 
Eau Claire, Wis., puts out an appliance adver- 
tised as being effective as a sterilizer utilizing 
either dry heat, boiling, or as an autoclave, and 
they state it is effective against spore-bearing 
bacteria. Can you tell me whether it is satisfac- 
tory? Does it meet the standards of sterilization 
of the Pharmacopeia of the United States? 


Lester J. Candela, M.D., New York. 


ANSWER.—The Pharmacopeia of the United States 
(15th revision, page 828) states: “The preparation 
of sterile products requires intimate knowledge of 
the equipment being used and of the stability of the 
product being processed. The processing requires 
vigilant supervision of equipment and procedures 
by personnel well trained in devising and applying 


| 
195: 


Vol. 171, No. 4 


methods for attaining sterility, and adequate proof 
of the effectiveness of procedures used.” There is 
no reason to doubt that the electric unit supplied by 
National Presto Industries, Inc., would fulfill the 
requirements mentioned provided it is mechanically 
sound, its instrumentation accurate, and the process 
applied by well-trained personnel. 

The manufacturer provides clear-cut directions 
for operating the unit, including statements of tem- 
peratures and times for sterilizing by steam under 
pressure, hot dry air, and boiling water (used only 
if techniques do not require the elimination of heat- 
resistant bacterial spores). Their brochures do not 
include microbiological data, but they may have 
evidence of satisfactory results with “spore strips” 
and similar indicators. Their recommended cycles 
for sterilization of syringes, needles, glass, rubber 
goods, instruments, utensils, dressings, and linens 
are stated. The size of the unit’s container, diameter 
8.5 in., depth 4.5 in., may limit its use in some situa- 
tions. This disadvantage would appear to be offset 
by the claimed rapidity with which the unit reaches 
required temperatures. 


SUSPECTED CONTAMINATION OF 

SOFT DRINK 

To THE Eprror:—A woman consumed a soft drink, 
obtained from a vending machine, which was 
said to be contaminated with insects, thought to 
be cockroaches. About 24 hours later, she stated 
that she developed nausea, vomiting, and gener- 
alized abdominal pain. There was blood in the 
vomitus, and she vomited several times. No di- 
arrhea developed. Examination revealed epigas- 
tric tenderness and a temperature of 100 F 
(37.8 C). The patient complained of intermittent 
abdominal pains for several weeks. Otherwise 
she responded well to conservative medical meas- 
ures. Could this situation have been responsible 
for the symptoms and findings described? What 
could have been the cause—bacteria, toxins, or 
perhaps some chemical that was absorbed? Could 
this clinical picture have had a functional basis? 
Are vending machines considered safe containers 


for soft drinks? M.D., Illinois. 


ANnsweR.—The fact that the patient was not ill 
until 24 hours after taking the soft drink would 
exclude a psychogenic reaction from associating 
insects with it. Roaches in a soft drink would not 
per se be responsible for the symptoms and find- 
ings described. Roaches may carry microbial con- 
taminants on their feet and spread them to foods 
with which they come in contact. Without stool 
cultures it is impossible to rule out microbial food- 
borne illness. 

Food-poisoning strains of staphylococci produce 
a poison (enterotoxin) when they have suitable con- 
ditions for growth in a food. Some human volun- 
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teers fed small doses of enterotoxin vomited with- 
out having diarrhea, whereas others had diarrhea 
without vomiting. However, in this type of poison- 
ing the incubation period is one to five hours after 
eating food containing the enterotoxin. Food items 
eaten subsequent to consumption of the soft drink 
should be considered. Much study has been made 
of vending machines with relation to sanitation. In 
general, licensing is confined to machines meeting 
sanitary standards. 


POSSIBLE CAPILLARY FRAGILITY 
To THE Eprror:—In a woman, a slight blow any- 
where on the body causes black and blue spots, 
with no tenderness. They go away in a few days. 
What can she take to prevent this condition? 
Stanley W. Blanchard, M.D., Boston. 


Answer.—The question suggests easy bruising 
and increased capillary fragility, but there is inade- 
quate information to permit any speculation as to 
its pathogenesis, such as possible hereditary aspects, 
nutritional history with special regard to ascorbic 
acid, hypertension, and the particular location of the 
ecchymoses (body or extremities). It is also im- 
portant to know whether the patient is experiencing 
other hemorrhagic phenomena such as epistaxis, 
gingival bleeding, or undue bleeding after cuts or 
in association with her menses. Important laboratory 
tests are needed, including bleeding time, platelet 
count, and the Rumpel-Leede test for capillary 
fragility. | 

Aside from a distinct coagulation defect or throm- 
bocytopenia, a common cause of this type of easy 
bruising is subclinical scurvy, an entity all too fre- 
quently unnoticed in our generally well-nourished 
population. For one reason or another, many per- 
sons place themselves on vitamin C-deficient diets 
because of the idea that the ascorbic acid—contain- 
ing foods disagree with them or for some other un- 
related reason. This can be readily rectified by the 
administration of vitamin C. No other therapeutic 
agent useful in combating increased capillary fragil- 
ity is known, unless it be the steroids, which are 
reserved for clear-cut thrombocytopenic purpuric 
bleeding. 


PULMONARY FUNCTION STUDIES 
To tHe Eprror:—As hospital anesthesiologist, I 
have been receiving requests for pulmonary func- 
tion studies. Can you offer suggestions as to ap- 
paratus required and its cost? 
William B. Adams, M.D., Muncie, Ind. 


Answer.—Each year at the A. M. A. convention 
in June, a demonstration is held continuously under 
the direction of Dr. Meneely on pulmonary function 
testing. Specialists in the field give demonstrations 
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and are available for discussion. It is recommended 
that you attend such a demonstration. If this is im- 
possible, you can obtain as references “The Lung: 
Clinical Physiology and Pulmonary Function Tests,” 
by Comroe and others, and “Methods in Medical 
Research,” vol. 2, edited by Comroe, both published 
by the Year Book Publishers, Inc., Chicago. 

The primary instrument for pulmonary function 
studies should be a recording spirometer with fast- 
speed drum and larger capacity than the usual 
closed-circuit basal metabolic rate machine. With 
such an instrument, one can become familiar with 
breathing patterns, vital capacity measurements, 
various timed vital capacity methods, and recording 
of maximum breathing efforts in various types of 
disease. After experiments with this equipment, one 
can judge his own need for additions of procedures 
and equipment in line with requirements and in- 
terests in his own area. Warren E. Collins, Inc., 555 
Huntington Ave., Boston 15, makes 9-liter and 13.5- 
liter capacity units costing $550 and $750 respec- 
tively. If simpler and more portable apparatus is 
desired, the McKesson Vitalor, priced at $127, can 
be used for limited observations. It should be noted, 
however, that simple equipment is usually best 
used for special applications by someone already 
familiar with pulmonary function testing. 


CONVULSIVE SEIZURES 

To THE Epitor:—A 42-year-old male who had gone 
to bed suddenly had a strong urge to defecate. 
He remembered nothing further, but his wife 
stated that he shook all over and became uncon- 
scious for a few minutes. The patient recalled a 
similar episode about two years previously. There 
is a history of a skull fracture at the age of 9 
without apparent residual effects. While exam- 
ining the patient, I felt a mild electric shock 
through my fingers. He had an electric blanket 
over him and was naked from the waist up. This 
sensation left when the blanket was unplugged. 
The patient's only complaint was backache. His 
sensorium was clear, and he had not been drink- 
ing. Office examination a few days later failed 
to reveal any pathology. An electroencephalo- 
gram (EEG) was reported as normal. I thought 
he had had an epileptic seizure, but, with the 
normal EEG and the strange shock from his 
blanket, I wonder if he could have been shocked 
into a convulsion? Could an epileptic seizure be 
triggered by an electric blanket? 


John B. Umhau Jr., M.D., Chevy Chase, Md. 


ANSWER:—This question was discussed with sev- 
eral experts in physical medicine and by a neurolo- 
gist interested in convulsive seizures. The control 
box of the standard electric blanket contains a 
transformer that reduces the alternating household 
current from the usual 115 volts at the outlet to 18 
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volts at the blanket. In electroshock therapy it is 
necessary to apply much higher voltages, with firm 
electrical contacts on each side of the skull, in 
order to produce a convulsion, and the experts 
consulted do not believe the voltage from an 
electric blanket would produce such convulsions or 
trigger an epileptic seizure. About 10% of epileptics 
have normal EEG’s at one time or another. It 
would be logical to ignore both the electric blanket 
and the EEG and to consider this to have been a 
convulsive seizure of the usual sort, the etiology 
of which is often obscure. 


GRITTY SENSATION IN MOUTH 

To THE Eprror:—A woman, 72 years of age, for the 
past two years has had a gritty sensation in her 
mouth, particularly around her lower dentures, 
which are the plastic type. She has worn dentures 
since age 45. An allergist has found no sensitivity 
to such dentures or other substances. She 
diminution of saliva and complains of dryness in 
the mouth which is relieved for only a few min- 
utes by taking food or liquids. Her general health 
is good except for moderate hypertension. There 
is no swelling or tenderness of the parotid glands, 
and the ducts are not palpable. I will appreciate 
suggestions on etiology and therapy. 

M.D., North Carolina. 


ANSWER.—If these are the original dentures, un- 
doubtedly some resorption of the alveolar ridges has 
occurred. This would make for improperly fitting 
dentures, which would cause irritation and inflam- 
mation. Also, unless scrupulous cleanliness has been 
observed in care of the dentures, deposits of salivary 
calculus may have formed on them, creating the 
sensation of “grittiness” of which the patient com- 
plains. A third point is that at this patient’s age 
there undoubtedly is some atrophy of the salivary 
glands, with diminution in salivary low. Decreased 
salivary flow is also seen as a postmenopausal symp- 
tom and in aged people, in general. The treatment 
should consist of new dentures, if her present ones 
do not fit properly; use of a mild sialagogue, such 
as pilocarpine hydrochloride, to promote flow of 
saliva; and scrupulous cleanliness in care of the 
dentures to avoid the deposition of salivary calculus. 


USE OF FIRST-AID ANTISEPTICS 
To THE Eprror:—Please let me know if Bactine is 
as effective as thimerosal tincture. 
L. G. Haupt, M.D., Chicago. 


ANsweER.—Bactine contains as its active ingredi- 
ents methylbenzethonium chloride, polyethylene- 
glycol mono-iso-octy] phenyl ether, chlorothymol, 
and alcohol. As such, it is known to possess anti- 
septic properties which may be of some value in 
first-aid care of minor injuries. No studies have 
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been seen comparing the efficacy of Bactine with 
that of other agents commonly employed as first- 
aid skin antiseptics. Some authorities believe such 
agents are unnecessary for application to minor 
injuries as a first-aid measure and simply advise 
thorough cleansing with ordinary soap and water 
without the application of disinfectants. For gen- 
eral information on the subject of skin disinfec- 
tion, see the notes that appeared in THE JouRNAL 
(158:619-620 [June 18] 1955; 119:759 [June 27] 
1942). More comprehensive discussions will be 
found in standard textbooks such as those of Soll- 
mann (Manual of Pharmacology and Its Applica- 
tions to Therapeutics and Toxicology, ed. 8, Phila- 
delphia, W. B. Saunders Company, 1957) and 
Goodman and Gilman (Pharmacological Basis of 
Therapeutics: Textbook of Pharmacology, Toxi- 
cology, and Therapeutics for Physicians and Medi- 
cal Students, ed. 2, New York, the Macmillan 
Company, 1955). 


INTERNAL MENSTRUAL TAMPONS 


To THE Eprror:—Some nursing schools in this lo- 
cality have taught that use of internal tampons 
for menstrual hygiene is not wise, in that “they 

‘ change the acidity of the vaginal secretions.” Is 
there any evidence of appreciable change in va- 
ginal secretion as a result of use of tampons or 
of an increase in incidence of vaginitis? 

Eugene M. Holden, M.D., Amherst, Mass. 


Answen.—There is no proof that vaginal tampons 
adversely affect the vaginal acidity or secretions or 
increase the frequency of vaginitis. Brand (Brit. 
M. J. 1:24, 1952) studied 100 women who used 
vaginal tampons during 3 to 10 successive menstrual 
periods. Smears and cultures taken both before and 
after each period failed to show any appreciable 
change in the bacterial flora of the vagina. Likewise, 
there were no signs of local irritation or inflamma- 
tion. 


MARITAL STATISTICS 


To THE Eprror:—What are the statistics with regard 
to yearly marriages, yearly divorces (throughout 
the nation), the estimated number of marriages 
broken by desertion (a) through husbands leav- 
ing and (b) through wives leaving, the estimated 
numbers of marriages broken by separation (a) 
through the courts and (b) among Catholics, and 
the estimated number of children left in broken 
homes yearly? What are the statistics with regard 
to the percentage of women who are identified a 
“frigid” and men diagnosed as “impotent”? 


Edward Dengrove, M.D., Asbury Park, N. J. 


ANSWER.—These vital statistics, of course, vary 
from year to year, and some are guesses at best. 
The National Office of Vital Statistics estimates the 
number of marriages in 1958 as 1,445,000. The num- 
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ber of divorces is close to 40,000 each year. There 
are no actual figures on the number of desertions 
and separations each year. A. C. Kinsey believed 
they total about the same as the number of regis- 
tered divorces. The number of children affected 
each year by broken homes has been estimated at 
150,000. Figures for frigidity and impotence are un- 
known and at best would depend largely on the 
definition of those terms; moreover, a woman may 
be frigid one year and not the next. At any one 
time, a conservative estimate would be that 25% of 
all wives are not sexually satisfied. The percentage 
of husbands who are sexually inadequate would 
probably be at least as large. The number of hus- 
bands who are completely “impotent” in the sense 
that they are unable to have sexual intercourse is 
very small—among men under 40 years of age, pos- 
sibly not more than 1%. Among old men, on the 
other hand, “impotence” is naturally the rule. No 
figures on these questions are very meaningful un- 
less carefully defined, and even then they are noth- 
ing but estimates based on various small samples. 


PSYCHIATRIC CARE IN GENERAL HOSPITAL 

To tHe Eprror:—A private general hospital is con- 
templating a 40-bed addition and is interested in 
making some of these beds available to psychiatric 
patients. At present, there are no facilities for 
hospitalization of psychiatric patients in this area. 
I would appreciate information on cost of con- 
structing and running such a unit. 


Robert A. Richards, M.D., San Pedro, Calif. 


ANSWER.—There is general acceptance of the 
principle that psychiatric care can be given advan- 
tageously in the community hospital. The open 
ward is coming more and more into favor, with two 
or three rooms specially furnished for the excited 
patient during the first two or three days of hos- 
pitalization. It is generally considered advisable to 
have three patients in a bedroom, where studio-type 
beds should be substituted for the standard hospital 
bed. Living quarters should be made as attractive 
as possible, and there should be space provided for 
occupational therapy, music therapy, and other 
activities that may be specifically suggested by the 
psychiatrist who will have the hospital service. 

The cost of constructing such a unit compares 
favorably with the cost of constructing a patient 
floor for surgery or internal medicine. Recent figures 
published by the Public Health Service for Hill- 
Burton grant hospitals show the average cost of 
construction in 1958 was $19,000 per bed. The cost 
of operation also compares favorably with the cost 
of operating a general hospital. Since the patient- 
stay approximates 30 days as compared with 7 days 
for the average general hospital patient, the per 
diem cost is comparatively lower while the per case 
cost is, of course, higher. 
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REMOVAL OF SKIN DISCOLORATION 
To tHe Eprror:—I will appreciate any ideas con- 
cerning eradication of skin discoloration from 
syphilis. I have been trying mercury ointment 
with very littie success. 
J. E. Joice Jr., M.D., Warren, Ohio. 


Answer.—It would be best perhaps to let time 
take its course. Mercurial ointment is frequently 
effective but, as in this case, not always. Ointment 
containing monobenzyl ether of hydroquinone has 
also been used with success, but warnings have 
been noted recently that there is a possibility that 
the depigmenting effect may get out of hand and 
the appearance of large areas of leukoderma may 
result. 


“FIBROTIC” UTERUS AND FIBROID 
To THe Eprror:—Please advise how to differentiate 
a fibrotic uterus from a fibroid tumor. How large 
may a fibrotic uterus be in a patient aged 45? 
Aaron N. Gorelik, M.D., New York. 


ANswWER.—The term “fibrotic” uterus is a misno- 
mer. It does not represent a clinical entity. A physi- 
ological replacement of uterine muscle cells by 
connective tissue occurs after pregnancies, so that 
some small increase in uterine size can occur as the 
patient approaches the menopause. A fairly symme- 
trical enlargement of the uterus, rarely reaching the 
size of an orange, can occur as a result of adenomyo- 
sis. This diffuse enlargement may involve one wall 
or the entire uterus. The increased size of the uterus 
is the result of invasion of the muscle wall by endo- 
metrial tissue. The cut surface presents a whorl-like, 
trabeculated appearance with dark hemorrhagic or 
chocolate-colored areas of endometriosis. Myomas 
of the uterus are discrete tumors, invariably multi- 
ple, and most often in the wall of the uterine corpus. 
Their size and location vary widely, and their 
appearance may be altered by degenerative 
changes. Although a large tumor may symmetrically 
enlarge the uterus when it is located predominantly 
in the uterine wall, it retains its discrete character. 


ROUTINE DENTAL X-RAYS 

To THE Eprror:—In view of the present trend away 
from annual routine x-ray examinations, please 
advise regarding recent opinions or policies in 
relation to the taking of routine dental x-rays 
once or twice a year. 


Sidney Franklin, M.D., Youngstown, Ohio. 


ANswer.—The practice of making routine x-ray 
examinations in dentistry varies. An initial, complete 
full-mouth x-ray examination is regarded as neces- 
sary to a proper dental diagnosis. Unless a particular 
disease or treatment requires otherwise, it is gen- 
erally unnecessary to repeat the full-mouth exam- 
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ination oftener than at three-year or four-year 
intervals. However, it is considered good practice 
to make an annual x-ray examination of the teeth 
with use of the “bite wing” film technique, which 
permits x-rays of the crowns of both the upper and 
lower teeth on one side to be taken in a single ex- 
posure. In patients who have a high index of caries 
activity, it is often necessary to repeat the bite-wing 
x-ray examination every six months. It is of con- 
siderable advantage to detect and treat diseases of 
the teeth and their supporting structures at the 
earliest possible moment. 


COLORLESS HAIR IN NEWBORN INFANT 

To THE Eprror:—A 33-year-old patient, gravida 2, 
para 1, had been taking prednisone for five years 
for rheumatoid arthritis. Therapy was stopped in 
October, 1958, when she was in the fourth month 
of pregnancy. She then began taking a succession 
of other drugs, including chloroquine; tablets of 
sodium salicylate, sodium p-aminobenzoate, and 
ascorbic acid; and chlorpromazine. In November, 
1958, her hair began turning white at the roots 
and her eyebrows and eyelashes became white. 
This condition still persists. On March 3, 1959, 
she was delivered of a healthy female infant who 
appeared perfectly normal except that hairs in 
the eyebrows and eyelashes are colorless except 
for the ends, which are dark. Has this type of 
phenomenon been reported before? Will the 
baby continue to have colorless hair and, if so, 
can this be treated? 


Erie Dell Adams, M.D., Lubbock, Texas. 


ANsweER.—Patients on chloroquine therapy have 
occasionally been known to have discoloration of 
the hair. However, on withdrawal of the drug, the 
pigment returns to normal. No case is known in 
which a healthy child born of a mother with white 
hair, eyebrows, and eyelashes has been born with 
colorless hair. The chloroquine might affect hair 
pigmentation in the offspring. The possibility of 
albinism must be considered. 


RECURRENT ATTACKS OF GLOSSITIS 
To THE Eprror:—A female, aged 25, has recur- 
rent attacks of glossitis associated with pain and 
burning sensations. The dental examination is 
normal. Smears of denuded areas are negative. 
It is felt that this is a form of allergy. Avoidance 
of coffee and tomatoes results in remission, but 
there has been recurrence. 
Nathan Sedofsky, M.D., Brooklyn, N. Y. 


ANSWER.—There are many types and causes of 
glossitis. The description is most suggestive of so- 
called Moeller’s glossitis. As a rule, in this condition 
there are intensely red, well-defined irregular 
patches in which the filiform papillae are thinned 
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or absent and the fungiform papillae are swollen. 
Exfoliation of the superficial layer of the epidermis 
occurs in these patches. The condition is character- 
ized also by burning, pain, and sensitivity to irri- 
tants. The condition is chronic but is characterized 
by remissions and exacerbations. The individual 
lesions may remain for long periods of time or re- 
gress and be replaced by new patches. The cause 
is unknown. Treatment is unsatisfactory, and the 
prognosis as to cure is poor. 


ABSENCE OF FAT IN BODY 

To THE Epiror:—Postmortem examination of a 
48-year-old woman who died of lobar pneu- 
monia revealed extreme wasting of subcutaneous 
tissues. The musculature was intact. There was 
no subcutaneous fat whatever, and the lobules 
of the breast stood out sharply. Further exami- 
nation disclosed complete absence of adipose 
tissue on or within the internal organs. The heart 
was small. Microscopic examination showed total 
absence of adipose tissue in the breasts and only 
a few fat cells in the bone marrow. Please sug- 


gest possible causes. M.D.., Florida. 


ANSWER.—Thorough search of the literature and 
correspondence with authoritative pathologists 
gives no indication of the existence of a condition 
in which there is an anomalous absence of fatty 
tissue as opposed to atrophy of intracellular fat. 
One pathologist has inquired whether the patient 
had ever been operated on and, in such case, if 
the condition noted at postmortem examination 


had been observed. 


DROWNING IN FRESH WATER 

To THE Epiror:—A young, healthy man died from 
pulmonary edema about three hours after what 
appeared to have been a satisfactory recovery 
from submersion for an uncertain period of time 
in fresh water (chlorinated swimming pool). 
Please give information concerning blood dilu- 
tion, electrolyte changes, and hemolysis in simi- 
lar cases. What treatment is suggested for this 
condition? M.D., Pennsylvania. 


ANSWER.—Death from drowning in fresh water 
is, in most instances, due to aspiration of a large 
quantity of liquid, which rapidly passes across the 
alveolar membrane and produces marked hemo- 
dilution. Within minutes, the sodium level may 
drop to 40 mEq. per liter. The hypotonic plasma 
produces rapid hemolysis, and potassium levels 
rise despite the hemodilution. Ventricular fibrilla- 
tion due to potassium intoxication as well as to 
anoxia is a common cause of death, which often 
occurs within four or five minutes. Death may 
occur later as the result of pulmonary edema which 


QUESTIONS AND ANSWERS 


209/501 


is principally due to alveolar damage from strug- 
gling, aspiration, and anoxia. It should be empha- 
sized that the alveoli are filled not with transudate 
but with a viscous, frothy fluid which contains 
large quantities of serum proteins. Congestive heart 
failure and neurogenic influences may contribute 
to the edema, and lower nephron nephrosis can 
be a late sequel. 

Treatment should be directed toward restoration 
of respiration, with all possible speed, in order to 
correct anoxia. A blood count shotld be obtained 
and electrolyte levels measured. Partial restoration 
of normal values should be attempted by whole 
blood transfusion and administration of hyper- 
tonic sodium chloride solution (3 to 5%), with 
use of venesection to avoid hypervolemia. 
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SURGERY IN INTRAVENTRICULAR 

ISCHEMIA 

To THE Eprror:—A man, aged 49, has had intra- 
ventricular block since 1949 and on two occasions 
has experienced episodes of acute left ventricular 
insufficiency. At present he is under appropriate 
medical treatment and his condition is fully com- 
pensated. What is the possibility of cardiac sur- 
gery improving blood supply to that area of the 
heart? Ruben Gandelmann, M.D. 

Rio de Janeiro, Brazil. 


ANSWER.—As yet, no operation has been shown 
to increase the circulation to the interventricular 
septum. In fact, it is open to question if any opera- 
tion as yet performed significantly increases the cir- 
culation to any portion of the myocardium, with the 
possible exception of thromboendarterectomy in 
certain carefully selected cases of coronary heart 
disease with angina pectoris. 


INHERITANCE OF HYPOTHYROIDISM 

To THE Eprrorn:—What are the chances of hypo- 
thyroidism developing in a newborn infant (first 
pregnancy) if the mother has been hypothyroid 
for many years? The mother has a basal metabolic 
rate reading of —12% after taking % grain (15 mg.) 
of thyroglobulin three times a day for several 
years. Would another form of thyroid extract be 
more effective? Should a larger dose be used 
during pregnancy? 

Philip Leavitt, M.D., Surfside, Fla. 

Answer.—Hypothyroidism during pregnancy does 


not produce thyroid deficiency in the infant except 
in those instances in which the mother has iodine 
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deficiency. Goitrous cretinism, a rare familial dis- 
ease, may be transmitted from the mother to her 
children. Thyroglobulin is as effective as other forms 
of thyroid substance in the treatment of hypo- 
thyroidism. In most instances, pregnancy is not an 
indication for increasing thyroid medication. 


CHILDHOOD IMMUNIZATION SCHEDULE 

To THE Eprror:—If a child receives one diphtheria- 
pertussis-tetanus injection and fails to return for 
8 to 10 months, should the series be started anew, 
or may he take the second injection and go on 
from there? The same information is desired con- 
cerning poliomyelitis immunization. How long an 
interval is allowed between injections before the 
effect is lost? 

Jackson Herbert, M.D., Portsmouth, Ohio. 


ANswer.—Experience with diphtheria and tetanus 
toxoids has shown that satisfactory immunity is ob- 
tained when injections are given at intervals of not 
less than one month or more than three or four 
months. Pertussis vaccine gives best results when 
the interval between injections is not longer than 
six weeks. The length of time required for the effect 
of a single injection of vaccine to wear off is not 
precisely established but is probably a matter of 
months for the above vaccines as well as polio- 
myelitis vaccine. Two injections followed by a 
booster (at any interval) are effective for both 
tetanus and poliomyelitis. One injection in the first 
few months of life can be counted on to provide a 
minimal effect up to 8 to 12 months of age. It would 
seem satisfactory to finish the primary series with 
two injections with a quadruple antigen, if the 
child is under one year of age. The booster at 12 to 
18 months would be given as usual. For children 
aged 1 to 7 it would probably be better to give a 
series of three injections of a quadruple vaccine 
followed by a booster of poliomyelitis vaccine in 
one year and a booster of quadruple vaccine at 4 
to 5 years of age. The above suggestions are neces- 
sarily arbitrary but on the available evidence should 
produce satisfactory immunity without excessive 
duplication. 


SJOGREN’S SYNDROME 


To THE Eprror:—The question concerning the treat- 
ment of a woman with rheumatoid arthritis and 
deficient salivation (THE JouRNAL, June 27, 1959, 
p. 1136) may have an answer in an article re- 
ported in the British Medical Journal, June 13, 
1959, p. 1512. Antimalarial medication produced 
satisfactory improvement in 14 of 25 patients 
with Sjogren's syndrome. Antimalarial drugs have 
been given to patients with rheumatoid arthritis 
and systemic lupus erythematosus, and, since 
Sjégren’s syndrome may be a related disease, 
these medicaments might improve the condition 
of the patient referred to in the original query. 
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The British investigator noted, as did the con- 
sultant to THE Journat, that no treatment for 
Sjégren’s syndrome is entirely satisfactory. 
George X. Trimble, M.D. 
1401 Chestnut Ave. 
Long Beach 13, Calif. 


SCIATICA 

To THE Eprtor:—I have read the question and an- 
swer relative to sciatica in THE JouRNAL, Feb. 28, 
1959, page 1016, and wish to suggest a possible 
diagnosis and treatment. The nocturnal pain 
with little diurnal disability or discomfort has 
been observed by me in several patients. All 
have been men who have consistently carried 
articles such as pocketbooks, keys, and folded 
handkerchiefs in a hip pocket. Frequently the 
patient had been erroneously considered to have 
arthritis or other related diagnosis. The initial 
symptom is poorly localized pain, which may 
become severe at night. It is first noticed in the 
knee and thigh regions, and there is occasional 
spread into the hip region. 

The only positive finding consists of localized 
tenderness over the sciatic nerve with some 
‘duplicated pain on deep palpation between the 
ischiatic tuberosity and trochanter. The findings 
suggest physical trauma to the underlying nerve 
as the cause, and it has been of interest to find 
that the symptoms subside within a few days 
with removal of the offending pocket article and 
use of reasonable care to minimize local pressure 
to the area when sitting. The patient should be 
cautioned to avoid the error of transferring the 
contents to the other pocket. A folded handker- 
chief may produce symptoms on the opposite 
side during the treatment, since there is a shift- 
ing of weight in the sitting position from the 
painful side. Edward B. Hopper, M.D. 

Naval Supply Center 
Oakland, Calif. 


The above comment was referred to the consult- 
ant who answered the original question, and his 
reply follows.—Eb. 


To THE Eprror:—The observation is interesting. It 
is difficult to realize that in the standard suit an 
object in the hip pocket could produce a pres- 
sure neuritis of the type described. In neurolog- 
ical diseases where there is wasting of the glu- 
teal muscles, a pressure neuritis of direct pres- 
sure on the ischiatic tuber or the emergence of 
the sciatic nerve at the sciatic notch has caused 
occasional pain and neuritic symptoms. The 
proof of the contention would lie in the immedi- 
ate relief of pain by removing the objects from 
the pocket on the affected side; therefore, one 
must assume that this oddity exists. 
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